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A classic  example  of  how  true  this  adage  is  occurred  in  November  at  a Senate  subcommittee 
hearing  on  patient  protection  legislation.  The  SCMA  testified  that  we  had  been  studying  the  issue 
for  the  past  four  years  and  that  the  1996  House  of  Delegates  voted  to  pursue  a dual  option  plan 
very  similar  to  a compromise  bill  being  circulated  by  Senator  McConnell  of  Charleston. 

A substitute  bill  was  proposed  by  the  Patient  Protection  Coalition  which  was  made  up  of  repre- 
sentatives from  chiropractic,  dentistry,  optometry,  pharmacy,  representatives  of  a few  medical 
specialty  societies  and  others.  The  bill  proposed  that  out-of-network  care  be  reimbursed  at  135 
percent  of  the  Medicare  RBRVS.  The  potential  of  massive  Medicare  cuts  is  very  real  and  tying 
physician  reimbursement  to  such  an  indicator  is  very  dangerous.  A second  onerous  provision  of 
the  bill  would  require  payment  to  all  providers  for  any  covered  service  that  fell  within  the  scope 
of  their  practice.  This  means  simply  that  if  an  eye  exam  was  covered  by  the  insurance  plan  for 
ophthalmologists,  the  health  plan  would  be  required  to  pay  optometrists  for  the  same  service. 

Where  the  problem  lies  is  that  the  Patient  Protection  Coalition  stated  that  they  had  the  support 
of  physicians.  Although  the  physicians  in  the  coalition  voted  against  this  terrible  bill,  they  were 
outnumbered  and  the  other  groups  carried  the  day.  The  bill  was  presented  as  the  coalition  bill, 
specialty  societies  and  all. 

The  SCMA  was  criticized  for  not  participating  in  the  coalition  and  for  not  doing  anything  to 
support  patient  choice.  The  fact  is  that  in  the  149  years  of  our  existence,  we  have  learned  that  one 
vote  in  a coalition  is  not  superior  to  a profession  standing  united  to  achieve  what  is  right. 

We  must  get  back  together  before  some  future  SCMA  president  writes  this  page  with  the  title 
“Will  The  Last  One  Leaving  Medicine  Please  Turn  Out  The  Lights.” 


Carol  S.  Nichols,  M.  D. 
President 
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Several  studies  have  examined  the  effect  of 
particular  factors  on  the  length  of  time  from 
AIDS-defining  diagnosis  to  death.1-21  People 
who  are  younger  at  AIDS  diagnosis  generally 
survive  longer  than  older  people. 1-3-5’6’8-9-11-18-20-21 
Studies  with  enough  diversity  to  compare  eth- 
nic groups  report  that  white  subjects  survive 
longer  than  African-American  subjects,67-814 
although  this  difference  may  be  due  to  differ- 
ences in  the  use  of  medical  services  rather 
than  a biologic  difference  in  AIDS  progres- 
sion.1718 Men  exposed  to  HIV  by  having  sex 
with  other  men  (MSM)  survive  longer  than 
people  exposed  to  HIV  by  injecting  drugs 
(IDU).7-8’14  People  exposed  to  HIV  through 
transfusion  have  had  shorter  survival  times 

*From  the  Department  of  Epidemiology  and  Biostatistics, 
School  of  Public  Health,  University  of  South  Carolina, 
Columbia,  SC  (Drs.  Scott,  Sy,  and  Macera,  and  Mr. 
Jackson)  and  the  HIV/AIDS  Surveillance  Program,  South 
Carolina  Department  of  Health  and  Environmental 
Control,  Columbia,  SC  (Ms.  Harris). 

**Address  correspondence  to  Dr.  Scott  at  his  current 
address:  William  K.  Scott,  Ph.  D.,  Department  of 
Medicine,  Division  of  Neurology,  Box  2900,  Duke 
University  Medical  Center,  Durham,  NC  27710. 


than  people  in  other  exposure  categories.5 

AIDS-defining  diagnosis  has  been  shown  to 
have  several  effects  on  survival.  People  diag- 
nosed with  Kaposi’s  sarcoma  (KS)  or  Pneu- 
mocystis carinii  pneumonia  (PCP)  survive 
longer  than  those  with  other  defining  diag- 
noses.3-5-8-11’12  Other  studies  reported  that  those 
presenting  with  extrapulmonary  tuberculosis 
or  Candida  albicans  esophagitis  survive 
longer  than  those  with  KS  or  PCP,1-20-21  and 
that  people  with  Cryptococcus  infection,  CNS 
lymphoma,  progressive  multifocal  leukoen- 
cephalopathy,  and  Cytomegalovirus  infection 
have  shorter  survival  than  those  with  other 
diagnoses.2  Survival  appears  to  be  increasing 
over  time,8-91114  although  two  studies  report 
that  this  trend  is  true  for  all  except  those  ini- 
tially diagnosed  with  KS.1-5 

Previous  studies  have  focused  primarily  on 
the  survival  experiences  of  people  with  AIDS 
living  in  urban  areas.  Studies  comparing  peo- 
ple living  in  major  cities  to  the  surrounding 
state  have  had  conflicting  results.  No  differ- 
ence in  survival  was  found  between  people 
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living  in  Boston  and  those  living  in  the  rest  of 
Massachusetts.8  However,  women  with  AIDS 
living  in  Atlanta  had  greater  median  survival 
than  women  living  in  other  areas  of  Georgia.15 
This  study  was  conducted  to  determine  if  the 
survival  experiences  of  people  living  with 
AIDS  in  South  Carolina  differed  from  previ- 
ously reported  results  from  major  urban 
areas. 

METHODS 

The  AIDS  Reporting  System  (ARS)  database 
contains  information  reported  to  DHEC  on 
Centers  for  Disease  Control  and  Prevention 
(CDC)  AIDS  reporting  forms.  Case  reporting 
to  DHEC  takes  place  either  directly  or 
through  county  health  departments.  Mortality 
information  is  collected  from  physicians  and 
institutions  as  well  as  from  the  DHEC  Office 
of  Vital  Records  and  Public  Health  Statistics. 

The  dataset  used  in  this  analysis  consisted 
of  all  reported  AIDS  cases  as  of  December 
31,  1991.  Mortality  was  determined  as  of 
December  31,  1992,  allowing  a full  year  for 
case  and  mortality  reporting.  The  dataset 
included  demographic  information,  (age,  eth- 
nicity, gender,  and  county  of  residence), 
exposure  category,  AIDS-defining  disease 
diagnoses,  date  of  initial  AIDS  diagnosis, 
CDC  case  definition  met  for  AIDS  diagnosis, 
and  date  of  mortality.  To  ensure  the  confiden- 
tiality of  subjects,  the  dataset  used  in  this 
analysis  contained  no  personal  identifiers. 

The  outcome  of  interest  in  the  study  was 
time  from  AIDS  diagnosis  to  death.  Survival 
time  was  calculated  as  the  time  from  date  of 
diagnosis  to  date  of  death  or,  for  those  still 
alive,  to  December  31,  1992. 

Eight  factors  that  potentially  influence  sur- 
vival were  selected  for  the  analysis:  age,  gen- 
der, ethnicity,  county  of  residence,  exposure 
category,  AIDS-defining  conditions  present  at 
diagnosis,  CDC  definition  used  for  diagnosis, 
and  year  of  diagnosis.  Age  was  divided  into 
four  categories:  13-29  years,  30-34  years,  35- 
39  years,  and  40  years  and  older.  Residence 
was  defined  as  urban  if  the  subject  resided  in 


one  of  the  six  standard  metropolitan  statistical 
areas  in  South  Carolina,  rural  if  the  subject 
resided  elsewhere.  Exposure  category  was 
characterized  as  hemophiliac,  heterosexual, 
men  having  sex  with  men  (MSM),  injecting 
drug  user  (IDU),  transfusion  recipient,  men 
both  injecting  drugs  and  having  sex  with  men 
(MSM/IDU),  and  unknown  exposure.  AIDS- 
defining  diagnoses  reported  by  15  or  fewer 
cases  were  grouped  together  in  the  “1  other” 
category  for  analysis.  Those  cases  with  two 
diagnoses  were  grouped  together,  as  were 
those  with  three  or  more  diagnoses.  Missing 
diagnosis  dates  complicated  determining  the 
AIDS-defining  diagnosis  for  many  cases. 
Cases  for  whom  the  AIDS-defining  diagnosis 
could  not  be  determined  were  placed  in  the 
category  “unknown.”  People  were  classified 
by  the  earliest  CDC  definition  met  for  AIDS 
diagnosis:  pre-1985  definition,  1985  defini- 
tion, 1987  definition  with  definitive  diagnosis 
of  the  AIDS-defining  condition,  or  1987  defi- 
nition with  presumptive  diagnosis  of  the 
AIDS-defining  condition. 

Descriptive  statistics  were  generated  for  the 
sample  by  each  of  the  eight  factors  of  inter- 
est. The  Cox  proportional  hazards  regression 
model22  was  used  to  examine  the  simultane- 
ous effect  of  the  variables  on  survival  time. 
The  proportional  hazards  model  was  imple- 
mented using  SAS  PROC  PHREG.23  To  test 
the  assumption  of  proportional  hazards,  vari- 
ables representing  the  interaction  of  the  indi- 
vidual factor  and  the  natural  log  of  survival 
time  were  entered  into  the  proportional  haz- 
ards model.  If  the  overall  likelihood  ratio  test 
indicated  that  the  interaction  term  was  signifi- 
cantly associated  with  survival  time,  the  fac- 
tor violated  the  assumption  of  proportional 
hazards.  To  control  for  the  lack  of  proportion- 
al hazards,  the  interaction  term  was  included 
in  the  overall  model  and  the  effect  of  the  fac- 
tor was  only  reported  at  specific  survival 
times.  In  order  to  report  the  interaction  effect, 
hazard  ratios  were  calculated  at  time  one  year 
and  five  years.  Ninety-five  percent  confi- 
dence intervals  calculated  for  each  hazard 
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TABLE  1 

DESCRIPTION  OF  SAMPLE,  SOUTH  CAROLINA  AIDS  REPORTING  SYSTEM,  1982-1991 

Category 

Number 

Percentage 

Full  Sample 

1537 

100 

Age 

13-29 

348 

23 

30-34 

416 

27 

35-39 

304 

20 

40+ 

469 

30 

Ethnicitv 

African-American 

892 

58  ! 

White 

645 

42 

Gender 

Male 

1336 

87 

Female 

201 

13 

Residence 

Urban 

1190 

77 

Rural 

347 

23 

Exposure  Catesorv 
MSM 

786 

51 

IDU 

313 

20 

Heterosexual 

159 

11 

MSM/IDU 

102 

7 

Transfusion 

51 

3 

Hemophiliac 

15 

1 

Unknown 

111 

7 

AIDS-definins  Diagnosis 
Pneumocystis  carinii 

367 

24 

Candida  albicans 

133 

9 

Wasting  syndrome 

125 

8 

Cryptococcus 

94 

6 

Kaposi’s  sarcoma 

43 

3 

Mycobacterium  avium 

35 

2 

Dementia 

33 

2 

Herpes  simplex 

30 

2 

Lymphoma 

27 

2 

2 conditions 

25 

2 

Cytomegalovirus 

24 

2 

Toxoplasmosis 

22 

1 

Tuberculosis 

21 

1 

1 other* 

15 

1 

3 or  more  conditions 

14 

1 

Unknown 

529 

34 

CDC  Definition 
before  1985 

927 

60 

1985 

52 

4 

1987  Definitive 

295 

19 

1987  Presumptive 

263 

17 

Year  of  Diagnosis 
1982-1985  " 

83 

5 

1986 

81 

5 

1987 

145 

10 

1988 

200 

13 

1989 

313 

20 

1990 

328 

22 

1991 

387 

25 

MSM=Men  having  sex  with  men 
IDU=Injecting  drug  use 

MSM/IDU=Men  both  injecting  drugs  and  having  sex  with  men 

*other  diagnoses  included  bacterial  infection,  coccidiomycosis,  cryptosporidiosis, 

histoplasmosis,  progressive  multi- 

focal  leukoencephalopathy,  and  salmonellosis. 
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ratio  were  used  to  detect  significant  differ- 
ence from  zero  for  each  factor  at  time  one 
year  and  five  years. 

RESULTS 

All  cases  of  AIDS  in  adults  reported  to 
DHEC  from  June  1,  1982  to  December  31, 
1991  were  entered  into  this  study.  Cases  with 
ethnicity  other  than  white  or  African-Ameri- 
can (n=15)  and  cases  with  unknown  mortality 
status  (n=5),  were  eliminated.  The  final  sam- 
ple contained  1,537  cases.  As  of  December 
31,  1992,  death  reports  had  been  received  for 
1,186  (77  percent)  of  these  1,537  individuals. 
The  remaining  351  (23  percent)  were  consid- 
ered still  alive  as  of  December  31,  1992,  and 
were  entered  into  the  study  as  censored 
observations. 

The  sample  is  described  by  the  eight  factors 
of  interest  in  Table  1 . The  sample  was  evenly 
distributed  among  the  four  age  categories, 
was  58  percent  African-American,  primarily 
male,  and  lived  mostly  in  urban  areas.  The 
majority  of  people  were  exposed  to  HIV 
through  sex  with  other  men.  The  most  preva- 
lent AIDS-defining  diagnosis  was  Pneumo- 
cystis carinii  pneumonia,  followed  by  Candi- 
da albicans  infection,  although  the  AIDS- 
defining  diagnosis  was  unknown  for  34  per- 
cent of  the  sample.  The  majority  of  the  sam- 
ple met  the  pre-1985  CDC  case  definition. 
Eighty  percent  of  the  cases  were  diagnosed 
after  1987,  with  the  number  increasing  each 
year  after  1986. 

Cox  proportional  hazards  modeling  was 
used  for  multivariate  analysis  of  survival 
time.  Before  constructing  a proportional  haz- 
ards model,  the  assumption  of  proportional 
hazards  was  tested  for  each  factor.  Four  fac- 
tors (ethnicity,  residence,  exposure  category, 
and  AIDS-defining  diagnosis)  demonstrated 
hazards  that  were  not  proportional  over  time. 
To  control  for  nonproportional  hazards,  time- 
dependent  covariables,  constructed  by  multi- 
plying each  factor  by  the  natural  log  of  the 
survival  time,  were  entered  into  the  propor- 
tional hazards  model. 


All  eight  factors,  along  with  two-way  inter- 
actions, were  entered  into  the  initial  propor- 
tional hazards  model.  Backward  elimination 
of  nonsignificant  terms  resulted  in  a final 
model  containing  age,  ethnicity,  exposure  cat- 
egory, and  AIDS-defining  diagnosis.  All  vari- 
ables other  than  age  category  had  nonpropor- 
tional hazards.  To  assess  the  effect  of  the 
variables  with  nonproportional  hazards,  a 
point  estimate,  consisting  of  a linear  combi- 
nation of  the  parameter  estimates  of  the  vari- 
able and  the  time-dependent  covariate,  was 
calculated  for  one  and  five  years  survival  (see 
Table  2). 

All  age  categories  have  higher  hazard  ratios 
when  compared  to  the  referent  category,  ages 
13  to  29.  However,  the  only  statistically  sig- 
nificant increase  in  the  hazard  was  for  those 
aged  40  or  greater,  with  a hazard  ratio  of  1.3 
relative  to  those  aged  13  to  29.  African- 
Americans  had  hazard  ratios  of  1.2  at  one 
year  and  1.1  at  five  years,  relative  to  whites. 
The  increase  in  hazard  is  statistically  signifi- 
cant at  one  year,  but  not  at  five  years.  There 
were  no  statistically  significant  differences  in 
hazard  by  exposure  category. 

The  final  factor  in  the  proportional  hazards 
model,  AIDS-defining  diagnosis,  has  many 
levels  for  comparison.  Candida  albicans 
infection  of  the  esophagus,  larynx,  or  lung 
was  chosen  as  the  referent  group  because  of 
size  (n=133)  and  relatively  high  median  sur- 
vival time.  The  only  statistically  significant 
differences  in  the  hazard  by  AIDS-defining 
diagnosis  were  in  people  initially  diagnosed 
with  tuberculosis  or  three  or  more  conditions. 
People  diagnosed  with  tuberculosis  had  haz- 
ard ratios  of  .36  at  one  year  and  .22  at  five 
years,  relative  to  people  initially  diagnosed 
with  Candida  albicans  infection.  Those  ini- 
tially diagnosed  with  three  or  more  conditions 
had  a hazard  ratio  of  2.6  at  one  year,  relative 
to  those  initially  diagnosed  with  Candida 
albicans  infection.  Although  the  hazard  ratio 
for  three  or  more  conditions  increased  from 
one  year  to  five  years  survival,  the  hazard 
ratio  was  no  longer  significantly  higher  than 
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TABLE  2 

COX  PROPORTIONAL  HAZARDS  MODEL  ADJUSTED  HAZARD  RATIOS, 
SOUTH  CAROLINA  AIDS  REPORTING  SYSTEM,  1982-199U 


Factor 

HR  at  1 year 

95%  Cl 

HR  at  5 years 

95%  Cl 

Age  Category" 

13-29* 

1.00 

30-34 

1.04 

(0.88  , 1.23) 

35-39 

1.15 

(0.96 , 1.38) 

40+ 

1.33 

(1.13  , 1.56) 

Ethnicitv 

White* 

1.00 

1.00 

African-American 

1.19 

(1.03 , 1.39) 

1.14 

(0.92  . 1.41) 

Exposure  Catesorv 

MSM* 

1.00 

1.00 

IDU 

0.90 

(0.74. 1.10) 

0.76 

(0.58  , 1.00) 

Heterosexual 

1.00 

(0.80 , 1.25) 

1.09 

(0.79  , 1.51) 

MSM/IDU 

0.96 

(0.74, 1.24) 

0.93 

(0.66, 1.39) 

Transfusion 

0.90 

(0.61  , 1.33) 

0.76 

(0.44 , 1.30) 

Hemophiliac 

1.29 

(0.74 , 2.27) 

2.02 

(0.79,5.14) 

Unknown 

0.97 

(0.72  , 1.30) 

0.77 

(0.52,  1.14) 

AEDS-Definins  Diagnosis 

Candida  albicans * 

1.00 

1.00 

Pneumocystis  caiinii 

1.05 

(0.81  , 1.36) 

0.72 

(0.48 , 1.07) 

Wasting  syndrome 

1.04 

(0.75  , 1.43) 

0.76 

(0.47, 1.22) 

Cryptococcus 

1.25 

(0.85  , 1.82) 

0.79 

(0.46, 1.36) 

Kaposi’s  sarcoma 

1.06 

(0.69,  1.63) 

1.25 

(0.64,2.51) 

Mycobacterium  avium 

1.44 

(0.89 , 2.30) 

1.55 

(0.73 , 3.29) 

Dementia 

1.10 

(0.65 , 1.84) 

0.70 

(0.34, 1.45) 

Herpes  Simplex 

0.99 

(0.60, 1.65) 

0.95 

(0.43 , 2.06) 

Lymphoma 

1.15 

(0.65 , 2.05) 

0.84 

(0.37,  1.92) 

2 conditions 

1.03 

(0.57, 1.85) 

0.91 

(0.37 ,2.21) 

Cytomegalovirus 

1.43 

(0.80 , 2.56) 

1.19 

(0.50 , 2.82) 

Toxoplasmosis 

0.85 

(0.39 , 1.85) 

0.47 

(0.16,  1.37) 

Tuberculosis 

0.37 

(0.17,0.79) 

0.22 

(0.08 , 0.64) 

1 other5 

0.77 

(0.37,  1.62) 

0.49 

(0.17,  1.37) 

3 + conditions 

2.56 

(1.32,4.95) 

2.89 

(0.97 , 8.58) 

Unknown 

1.52 

(1.07 , 1.74) 

1.04 

(0.71  , 1.52) 

HR=hazard  ratio,  MSM=men  having  sex  with  men.  IDU=injecting  drug  user,  MSM/IDU=men  both  injecting  drugs 
and  having  sex  with  men 

"=Hazard  ratios  reported  in  this  table  are  point  estimates  at  specific  times,  not  hazard  ratios  cumulative  to  that  time. 
°=age  category  was  not  adjusted  for  nonproportional  hazards 

s=other  diagnoses  included  bacterial  infection,  coccidiomycosis,  cryptosporidiosis,  histoplasmosis,  progressive  multi- 
focal leukoencephalopathy,  and  salmonellosis. 

"=Referent  category 


Candida  albicans  infection  at  five  years  sur- 
vival. 

DISCUSSION 

The  overall  survival  experiences  of  people 
diagnosed  with  AIDS  in  South  Carolina  are 
fairly  consistent  with  previous  studies  con- 
ducted in  urban  areas.  For  example,  the  effect 


of  age  on  survival  after  AIDS  diagnosis  was 
consistent  with  other  studies,  which  showed 
that  younger  adults  survived  longer  than  older 
adults. 13-5-6-8-91118-20-21  If  older  people  with  AIDS 
have  shorter  survival  times  post-diagnosis,  it 
is  possible  that  they  require  special  clinical 
care  and  services.  Susceptibility  to  particular 
opportunistic  infections  may  differ  by  age, 
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and  therefore  recommendations  for  prophy- 
laxis may  differ. 

Many  studies  did  not  have  enough  non- 
white individuals  to  allow  comparisons  based 
on  ethnicity.  A majority  of  the  case  reports  in 
the  ARS  are  for  African-Americans,  allowing 
comparisons  based  on  ethnicity.  South  Caroli- 
na African-Americans  with  AIDS  had 
increased  risk  of  death  at  one  year,  relative  to 
whites,  but  this  risk  was  no  longer  signifi- 
cantly higher  at  five  years.  The  increased  risk 
of  death  in  African-Americans  was  consistent 
with  findings  in  studies  with  enough  diversity 
to  allow  comparisons  among  ethnic  groups.678 
This  difference  is  possibly  due  to  ethnic  dif- 
ferences in  health  care  use,  rather  than  a bio- 
logic difference  in  AIDS  progression.17 18  If 
differences  in  access  to  health  care  prevent 
early  diagnosis  and  treatment,  interventions 
designed  to  break  down  the  barriers  to  care 
may  prevent  the  increase  in  risk  of  death.  If, 
instead,  there  are  cultural  differences  in  the 
use  of  health  services,  interventions  designed 
to  appeal  to  particular  communities  and 
emphasizing  the  need  for  early  diagnosis  and 
treatment  may  be  helpful. 

Although  exposure  category  was  retained  in 
the  final  model,  no  categories  had  significant- 
ly different  hazards  relative  to  men  having 
sex  with  men  (MSM).  The  lack  of  an  effect  of 
exposure  category  on  survival  was  contrary  to 
previous  studies  that  showed  that  MSM  sur- 
vived longer  than  injecting  drug  users 
(IDU)78 14  and  that  people  exposed  through 
transfusions  survived  shorter  than  all  others.5 

The  survival  estimates  by  AIDS-defining 
diagnosis  are  very  different  from  previously 
published  studies  because  this  study  exam- 
ined different  groupings  of  AIDS-defining 
diagnoses.  Studies  prior  to  1992  looked  pri- 
marily at  Pneumocystis  carinii  pneumonia 
(PCP)  and  Kaposi’s  sarcoma  (KS)  alone  and 
grouped  all  other  AIDS-defining  diagnoses 
together.  Studies  using  this  approach  found 
that  people  with  KS  survived  longer  than  all 
others,  and  those  with  PCP  survived  longer 
than  all  except  those  diagnosed  with  KS. 3,5,7,8,12 


This  study  chose  to  examine  many  more 
AIDS-defining  conditions  separately,  and 
found  different  results  from  those  reported 
previously.  Using  a different  referent  group 
from  prior  studies,  Candida  albicans  infec- 
tion, this  study  found  that  only  people  initial- 
ly diagnosed  with  three  or  more  AIDS-defin- 
ing conditions  had  significantly  higher  risk  of 
death,  relative  to  those  with  Candida 
albicans , at  one  year  post-diagnosis.  Addi- 
tionally, people  initially  diagnosed  with  extra- 
pulmonary  tuberculosis  had  much  lower  risk 
of  death  relative  to  people  initially  diagnosed 
with  Candida  albicans  infection,  at  one  and 
five  years  post-diagnosis,  a result  reported  in 
several  recent  studies.119,20 

These  results  indicate  that  there  are  not 
many  survival  differences  between  the  differ- 
ent AIDS-defining  diagnoses.  Because  extra- 
pulmonary  tuberculosis  can  occur  even  in  the 
absence  of  immunosuppression,  the  people 
with  AIDS  presenting  with  extrapulmonary 
tuberculosis  may  not  be  as  immunocompro- 
mised as  those  presenting  with  other  oppor- 
tunistic infections,  and  therefore  live  longer. 
People  presenting  with  three  or  more  AIDS- 
defining  conditions,  however,  may  represent 
a group  of  patients  much  sicker  than  the  rest 
of  the  study  population.  The  increased  risk  of 
death  for  these  people  could  be  considered  in 
counseling,  but  is  most  likely  not  very  helpful 
in  making  treatment  decisions. 

In  light  of  the  finding  that  people  with 
extrapulmonary  tuberculosis  have  longer  sur- 
vival times  than  those  with  KS  or  PCP,  stud- 
ies examining  survival  time  after  AIDS  diag- 
nosis should  avoid  collapsing  study  subjects 
in  the  previously  used  categories  of  KS,  PCP, 
and  “other.”  Important  differences  in  survival 
time  may  be  masked  by  grouping  heteroge- 
neous individuals  into  one  category. 

One  potential  bias  of  the  results  of  this 
study  is  the  method  of  follow-up  of  people 
reported  to  the  state  ARS.  This  study  relied 
on  DHEC  follow-up  procedures,  which 
included  cross-linking  the  ARS  with  the 
Office  of  Vital  Records  and  Public  Health 
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Statistics  database,  and  obtaining  mortality 
reports  from  care  providers  and  institutions. 
Seage  et  al.8  maintained  that  merely  linking 
AIDS  databases  with  state  vital  statistics 
records  would  underestimate  the  number  of 
deaths  over  the  course  of  the  study  and  there- 
fore inflate  survival  estimates.  Lemp  et  al.5 
suggested  that  active  follow-up  of  all  cases 
was  required  to  eliminate  bias.  People  who 
were  originally  diagnosed  in  the  state,  yet 
died  out  of  state,  would  not  be  identified  as 
dead  for  this  study. 

SUMMARY 

The  results  of  this  study  demonstrate  that  age, 
ethnicity,  and  AIDS-defining  diagnosis  are 
important  predictors  of  survival  time  after 
AIDS  diagnosis,  and  should  be  considered 
when  planning  treatment  and  services  for 
people  with  AIDS.  Future  studies  in  states 
with  large  rural  populations  will  be  helpful  in 
further  understanding  the  natural  history  of 
the  disease  in  areas  outside  the  nation’s  major 
population  centers.  These  could  improve  on 
the  results  of  the  present  study  by  actively 
following  up  all  cases  to  determine  mortality 
status,  collecting  detailed  clinical  information 
on  AIDS-defining  diagnoses  (with  dates), 
collecting  information  on  treatment  of  HIV 
infection  and  associated  opportunistic  infec- 
tions, and  evaluating  service  utilization. 
Monitoring  survival  trends  over  time  remains 
an  effective  tool  in  evaluating  the  success  of 
current  efforts  to  provide  treatment  and  ser- 
vices to  people  with  AIDS.  □ 
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ABDOMINAL  AORTIC  ANEURYSMS, 
WHAT’S  CHANGING?* 


C.  BRENT  SHEALY,  B.  S. 
BRUCE  M.  ELLIOTT,  M.  D.** 


An  arterial  aneurysm  is  defined  as  a local 
dilatation  producing  an  increase  of  more  than 
50  percent  from  the  expected  diameter  of  the 
artery.1  Recent  studies  suggest  that  the  inci- 
dence of  abdominal  aortic  aneurysm  is  rising. 
Studies  from  the  Mayo  Clinic  suggest  a three- 
fold increase  in  incidence  of  abdominal  aortic 
aneurysms  between  1951  and  1980, 23  while 
another  documents  a fourfold  increase  in  inci- 
dence between  1980  and  1991.4  It  appears 
that  this  increase  is  largely  attributable  to 
aging  of  the  population.  Additionally,  abdom- 
inal aortic  aneurysms  occur  four  to  five  times 
more  commonly  in  men  than  in  women,  and 
development  occurs  at  a younger  age  in  men.5 

The  formation  of  an  aneurysm  is  the  result 
of  the  additive  effects  of  factors  that  weaken 
or  increase  the  load  on  the  vessel  wall.6 
Elastin  and  collagen  are  the  key  structural 
elements  of  the  aortic  wall,  and  they  are 
arranged  with  smooth  muscle  cells  to  form 
concentric  lamellae  in  the  aortic  media. 
Elastin  provides  the  aortic  wall  with  the  abili- 
ty to  stretch  and  return  to  its  normal  diameter 
as  the  pressure  and  blood  flow  in  the  lumen 
change,  and  collagen  provides  the  aortic  wall 
greater  tensile  strength.  Elastin  is  the  most 
important  load-bearing  element  of  the  wall 
under  normal  conditions.  However,  as  the 
load  on  the  aortic  wall  increases,  collagen 
provides  increasing  support  that  strengthens 
the  wall  and  prevents  dilatations.  Several 
findings  suggest  that  destruction  of  elastin  in 
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the  aortic  wall  is  a key  element  in  the  patho- 
genesis of  an  abdominal  aortic  aneurysm.  The 
number  of  elastic  lamellae  is  lower  in  the 
abdominal  aorta  than  in  the  thoracic  aorta, 
and  aneurysms  occur  with  much  greater  fre- 
quency in  the  abdomen  than  in  the  thorax. 
The  amount  of  elastin  found  in  the  walls  of 
an  abdominal  aortic  aneurysm  is  markedly 
decreased  compared  to  the  normal  aortic 
wall.7  Elastin  degradation  in  the  vessel  wall 
normally  occurs  with  time,  and  new  elastin  is 
not  synthesized  in  the  adult  aorta.  Elastin 
degradation  is  first  seen  histologically  in  the 
media,  but  the  aortic  wall  does  not  signifi- 
cantly weaken  with  resultant  dilatation  until 
the  majority  of  the  elastin  in  the  adventitia  is 
lost.3  Despite  its  importance  in  aortic  wall 
function,  disappearance  of  elastin  from  the 
vessel  wall  produces  only  a slight  dilatation 
in  the  aorta.9 

Elastin  destruction  and  the  resulting  failure 
to  maintain  aortic  wall  elasticity  produces  an 
increased  load  on  the  collagen  fibers  present 
in  the  wall.  The  result  is  the  production  of 
more  collagen  and  remodeling  of  the  struc- 
ture of  the  vessel  wall.  With  time  the  load  on 
the  collagen  fibers  continues  to  increase  pro- 
ducing fragmentation  and  degradation  of  the 
collagen  leading  to  significant  increase  in 
aneurysmal  dilatation. 

Although  it  seems  that  destruction  of  the 
elastin  and  collagen  in  the  aortic  wall  is  the 
cause  of  aneurysmal  dilatation,  there  are 
many  theories  regarding  the  mechanisms 
which  lead  to  weakening  of  the  aortic  wall. 
Studies  reveal  that  first-degree  relatives  of 
patients  with  abdominal  aortic  aneurysms 
have  increased  incidence  of  aneurysms.10 
Inherited  defects  in  collagen  or  elastin  syn- 
thesis could  result  in  weakening  of  the  wall. 
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Although  defects  in  the  elastin  gene  in 
patients  with  an  abdominal  aortic  aneurysm 
have  not  been  documented,  there  are  reports 
of  base  mutations  and  gene  variants  in  type 
III  collagen  in  some  patients  with  an  abdomi- 
nal aortic  aneurysm.6  These  changes  are  rare, 
but  they  demonstrate  that  small  changes  in 
the  collagen  gene  may  produce  changes  in  the 
physical  properties  of  the  aortic  wall. 

Smoking,  atherosclerosis,  and  hypertension 
are  important  factors  in  abdominal  aortic 
aneurysm  formation.6  A strong  association 
exists  between  smoking  and  abdominal  aortic 
aneurysm.  Metabolic  byproducts  from  smok- 
ing inactivate  alpha- 1 -antitrypsin  which  may 
contribute  to  aortic  wall  destruction  because 
this  protein  is  an  inactivator  of  proteolytic 
enzymes.  Abdominal  aortic  aneurysm  is  asso- 
ciated with  atherosclerosis,  but  the  relation- 
ship between  them  is  not  understood.  Hyper- 
tension is  a recognized  risk  factor  for  abdom- 
inal aortic  aneurysm  and  is  clearly  associated 
with  aneurysmal  expansion.  As  the  aorta 
begins  to  dilate,  the  increasing  radius  of  the 
vessel  contributes  to  increased  tension  on  the 
vessel  wall  based  on  the  Law  of  Laplace. 

The  natural  history  of  abdominal  aortic 
aneurysms  suggests  that  most  aneurysms 
increase  in  size  over  time  and  eventually  rup- 
ture. Population-based  analyses  conclude  that 
aneurysms  increase  about  .2cm  in  size  per 
year,  and  referral-based  studies  suggest  an 
annual  increase  in  size  of  .4cm.11  Larger 
aneurysms,  those  greater  than  5cm,  expand 
more  rapidly  than  small  aneurysms.  There  is 
a significant  difference  in  the  risk  of  rupture 
of  aneurysms  less  than  4cm  in  diameter  and 
those  greater  than  5cm  in  diameter.  The  risk 
of  rupture  for  smaller  abdominal  aortic 
aneurysms  is  approximately  two  percent  over 
five  years  compared  to  a 25-41  percent  risk 
for  the  larger  abdominal  aortic  aneurysms 
over  five  years.11  The  diameter  of  the 
aneurysm  appears  to  be  the  most  significant 
factor  associated  with  rupture,12  while  coex- 
isting hypertension  and  chronic  obstructive 
pulmonary  disease  are  additional  risk  factors 
for  rupture.11 


Rupture  of  an  abdominal  aortic  aneurysm  is 
associated  with  an  overall  mortality  greater 
than  80  percent,  and  many  of  these 
aneurysms  are  asymptomatic  until  rupture.9  In 
contrast,  the  operative  mortality  for  elective 
repair  of  an  unruptured  abdominal  aortic 
aneurysm  averages  around  four  percent11  with 
those  patients  surviving  repair  having  long 
term  survival  similar  to  age-matched  popula- 
tion.13 These  facts  along  with  the  knowledge 
that  abdominal  aortic  aneurysms  greater  than 
5cm  carry  a substantial  risk  of  rupture 
emphasize  the  need  to  identify  and  closely 
follow  patients  with  abdominal  aortic 
aneurysms.  Physical  examination  of  the 
abdomen  has  a very  poor  sensitivity  in  detect- 
ing an  abdominal  aortic  aneurysm  and  is  a 
poor  screening  test  for  high  risk  groups.14 
Abdominal  ultrasonography  is  very  sensitive 
and  is  used  for  initial  detection  and  follow-up 
of  abdominal  aortic  aneurysms.  CT  imaging 
has  high  sensitivity  and  specificity  for  identi- 
fication of  abdominal  aortic  aneurysms  but  is 
not  recommended  for  routine  screening  or 
follow-up.  CT  scanning,  however,  is  very 
useful  for  evaluating  patients  who  may  have 
symptoms  of  aneurysm  rupture.  Aortography 
is  only  used  to  help  plan  the  operation  after 
the  decision  to  repair  the  aneurysm  has  been 
made.  There  is  controversy  regarding  screen- 
ing of  the  population  for  abdominal  aortic 
aneurysms,  but  many  authors  suggest  screen- 
ing of  high  risk  groups  because  of  the  differ- 
ence in  mortality  following  rupture  versus 
elective  repair.1113  Screening  is  most  effective 
when  applied  to  high  risk  populations  includ- 
ing patients  over  age  65  with  hypertension, 
arterial  occlusive  disease  or  a family  history 
of  abdominal  aortic  aneurysms.  A recent 
study  of  patients  with  symptomatic  peripheral 
or  cerebral  vascular  disease  screened  for 
abdominal  aortic  aneurysms  found  aneurysms 
greater  than  3cm  in  9.4  percent  of  this 
group.14 

The  management  of  patients  with  abdomi- 
nal aortic  aneurysms  involves  repeated 
abdominal  ultrasounds  with  repair  recom- 
mended for  patients  whose  aneurysms  are 
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most  likely  to  rupture.  Schewe  et  al.  followed 
a group  of  199  patients  with  abdominal  aortic 
aneurysms  for  an  average  of  four  years  per 
patient.15  These  patients  received  regular 
ultrasound  exams  with  the  criteria  for  repair 
being  aneurysms  greater  than  5cm  in  diame- 
ter, an  expansion  rate  of  5mm  per  six  month 
period,  presence  of  symptoms  associated  with 
the  aneurysm,  or  occurrence  of  peripheral 
embolism.  The  five-year  cumulative  rate  of 
rupture  in  this  study  was  7.3  percent.  These 
authors  found  that  aneurysm  size  greater  than 
5cm  is  the  most  important  predictor  of  rup- 
ture, and  they  concluded  that  aneurysms 
greater  than  5cm  should  be  resected  while 
those  less  than  4cm  can  be  followed  with 
serial  ultrasound  in  most  patients.  This  repre- 
sents only  one  of  many  studies  which  have 
established  clear  surgical  indications  for 
abdominal  aortic  aneurysm  repair.  Proper 
management  of  an  abdominal  aortic 
aneurysm  involves  analysis  of  the  size,  rate  of 
expansion,  presence  of  symptoms,  and  the 
operative  risk  for  each  individual  patient. 
Major  contraindications  such  as  recent 
myocardial  infarction,  unstable  angina,  con- 
gestive heart  failure,  severe  pulmonary  insuf- 
ficiency, chronic  renal  insufficiency,  or  life 
expectancy  less  than  two  years  generally  pre- 
clude elective  aneurysm  repair.11 

Current  research  is  focusing  on  endovascu- 
lar stent-graft  repair  of  abdominal  aortic 
aneurysms.  In  this  procedure,  a graft  secured 
to  a balloon-expandable  stent  is  placed  into 
the  aorta  via  a common  femoral  arteriotomy 
and  secured  into  position  under  fluoroscopic 
guidance.  The  potential  advantages  of  this 
procedure  are  the  elimination  of  the  morbidi- 
ty and  mortality  associated  with  an  extensive 
abdominal  operation  and  cross  clamping  of 
the  aorta.16  A recent  article  reports  early 
results  from  50  patients  with  abdominal  aortic 
aneurysm  treated  with  this  procedure  in  South 
America.17  Forty  of  the  50  patients  had  suc- 
cessful outcomes  with  exclusion  of  the 
aneurysm  and  restoration  of  normal  blood 
flow.  These  patients  recovered  rapidly  and 
were  discharged  within  three  to  four  days. 


The  10  procedures  considered  failures  high- 
light some  of  the  main  problems  associated 
with  this  procedure.  The  complications 
included  stent  graft  migration,  embolization 
during  the  procedure,  and  failure  to  exclude 
the  aneurysm  resulting  in  rupture.  To  date 
there  are  no  data  to  suggest  that  endovascular 
stent-graft  repair  will  prevent  rupture  long 
term.13  Although  this  procedure  may  represent 
a significant  improvement  in  the  management 
of  abdominal  aortic  aneurysms,  controlled  tri- 
als with  long  term  follow  up  are  needed  to 
assess  the  safety  and  efficacy  of  the  stent- 
graft  procedure. 

Prior  to  1952,  abdominal  aortic  aneurysms 
were  nearly  uniformly  lethal.  Forty-five  years 
later  they  are  commonly  accepted  as  a mala- 
dy of  aging  and  repaired  frequently  in  most 
larger  hospitals  with  an  operative  mortality  of 
less  than  five  percent.  Unfortunately  the  out- 
come of  aneurysm  rupture  remains  abysmal 
and  has  not  changed  appreciably  during  this 
period.  It  is  clear  that  the  timely  recognition 
of  patients  with  aortic  aneurysms  at  risk  of 
rupture  provides  a survival  benefit  nearly 
equal  to  similarly  aged  patients  without  aortic 
aneurysms.  □ 
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MEDICARE  UPDATE 


The  January  1997  Medicare  Advisory  contains  important 
information  about  various  issues  including  fee  schedule 
explanations,  electronic  funds  transfer,  and  postpayment 
audits. 

Modifiers  for  Coronary  Procedures:  HCFA  requests  that 
you  use  the  following  modifiers  as  appropriate  along  with 
the  CPT  codes  listed  below  when  more  than  one  inter- 
vention is  furnished:  LD,  left  anterior  descending  coro- 
nary artery;  LC,  left  circumflex  coronary  artery;  and  RC, 
right  coronary  artery. 

• 92980;  Percutaneous  placement  of  intra  coronary 

stent(s). 

• 9298 1 : Percutaneous  placement  of  each  additional 

vessel. 

• 92982:  Percutaneous  balloon  angioplasty. 

• 92984:  Percutaneous  balloon  angioplasty,  each  addi- 

tional vessel. 

• 92999:  Percutaneous  transluminal  coronary  atherec- 

tomy. 

• 92996:  Percutaneous  transluminal  coronary  atherec- 

tomy, each  additional  vessel. 

GB  Modifier  Replaced  with  Modifier  59:  The  temporary 
GB  modifier  has  been  changed  to  modifier  59.  As  with 
all  HCPCS  code  and  modifier  changes,  the  three-month 
grace  period  applies.  You  MUST  begin  using  modifier 
59  on  April  1,  1997. 

Modifier  59 — Distinct  procedural  service:  Under  certain 
circumstances,  the  physician  may  need  to  indicate  that 
a procedure  or  service  was  distinct  or  independent  from 
other  services  performed  on  the  same  day.  Modifier  59 
is  used  to  identify  procedures  and  services  that  are  not 
normally  reported  together  but  are  appropriate  under  the 
circumstances.  This  may  represent  a different  session  or 
patient  encounter,  different  procedure  or  surgery,  different 
site  or  organ  system,  separate  incision/excision,  separate 


lesion,  or  separate  injury  (or  area  of  injury  in  extensive 
injuries)  not  ordinarily  encountered  or  performed  on  the 
same  day  by  the  same  physician.  However,  when  anoth- 
er already  established  modifier  is  appropriate,  it  should 
be  used  rather  than  modifier  59.  Only  if  no  more  descrip- 
tive modifier  is  available,  and  the  use  of  modifier  59  best 
explains  the  circumstances,  should  modifier  59  be  used. 

Coverage  Changes:  HCFA  has  restricted  the  following 
codes  to  be  conditionally  covered  by  Medicare:  J3370, 
injection,  vancomycin  HCL,  up  to  500  mg;  38230,  bone 
marrow  harvesting  for  transplantation;  38231,  blood- 
derived  peripheral  stem  cell  harvesting  for  transplanta- 
tion per  collection;  38240,  bone  marrow  or  blood-derived 
peripheral  stem  cell  transplantation  allogenic;  and,  38241, 
bone  marrow  or  blood-derived  peripheral  stem  cell  trans- 
plantation, autologous.  Coverage  for  D5988,  surgical 
splint,  will  also  continue. 

The  site  of  service  differential  for  53420,  urethroplasty, 
two-stage  reconstruction  or  repair  of  prostatic  or  mem- 
branous urethra,  first  stage,  will  no  longer  apply. 

Inactive  Codes:  The  codes  in  the  following  list  are  no 
longer  valid  for  Medicare  purposes  effective  January  1, 
1997.  You  must  bill  for  these  services  using  other  pro- 
cedure codes.  Please  refer  to  the  article  beginning  on  page 
two  of  the  December  1996  Medicare  Advisory  for  more 
information  about  some  of  these  codes. 


A2000 

A5064 

A5065 

A5074 

A5075 

A6025 

D5988 

17000 

17001 

17002 

17010 

17100 

17101 

17102 

17104 

17105 

76070 

76070-TC 

76070-26 

76075 

76075-TC 

76075-26 

78350 

78350-TC 

78350-26 

80055 

90842 

90843 

90844 

90855 

99375 

99376  ( 

MEDICAID  UPDATE 


Teaching  Physician  Policx : Implementation  of  the  teach- 
ing physician  policy  changes  have  been  delayed  due  to 
the  numerous  responses  from  physicians  and  adminis- 
trators. The  South  Carolina  Department  of  Health  and 
Human  Services  will  thoroughly  examine  all  issues  that 


have  been  brought  to  their  attention.  Physicians  will  be 
involved  in  the  formulation  of  our  policy.  Any  changes 
made  concerning  the  supervisory  policy  will  be  com- 
municated in  a future  Medicaid  Bulletin.  □ 


MARCH  OF  DIMES  OBSERVES 
BIRTH  DEFECTS  PREVENTION  MONTH 

As  part  of  Birth  Defects  Prevention  Month  in  January,  the  March  of  Dimes  and  Lederle  Consumer  Health,  the  maker 
of  Centrum  Multivitamins,  are  launching  a long-term  alliance  to  expand  educational  programs  with  an  emphasis 
on  preventing  birth  defects  of  the  brain  and  spine,  known  as  neural  tube  defects.  They  will  work  together  to  encour- 
age women  of  childbearing  age  in  South  Carolina  to  consume  at  least  400  meg  of  the  B vitamin  folic  acid,  by  tak- 
ing a multivitamin  supplement  and  eating  a balanced  diet  including  foods  rich  in  folic  acid — green  leafy  vegeta- 
bles, citrus  fruits  and  juices,  and  whole  grain  foods. 

The  U.  S.  Public  Health  Service  estimates  that  if  all  women  complied  with  this  recommendation,  the  occurrence  of 
babies  bom  with  neural  tube  defects  would  decrease  by  50  percent  to  70  percent.  According  to  March  of  Dimes/Gallup 
Organization  survey,  only  15  percent  of  American  women  of  childbearing  age  are  aware  of  the  recommendation  to 
consume  folic  acid.  The  March  of  Dimes  encourages  all  health  care  providers  to  explain  the  importance  of  folic  acid 
to  their  female  patients  of  childbearing  age. 

The  mission  of  the  March  of  Dimes  Birth  Defects  Foundation  is  to  improve  the  health  of  babies  by  preventing  birth 
defects  and  infant  mortality.  The  March  of  Dimes  carries  out  its  mission  through  the  Campaign  for  Healthier  Babies, 
which  funds  programs  of  research,  community  services,  education  and  advocacy. 


SCMA  MEMBERS  RECOGNIZED 
FOR  THEIR  SERVICE  TO  PUBLIC  HEALTH 


Seven  SCMA  members  were  recognized  for  their  com- 
mitment and  service  to  public  health  by  the  Department 
of  Health  and  Environmental  Control  (DHEC),  Bureau  of 
Maternal  and  Child  Health  on  December  11, 1996. 

Francis  E.  Rushton,  Jr.,MD,  a pediatrician  from  Beaufort, 
was  awarded  the  Michael  D.  Jarrett  Partnership  Award  for 
his  innovative  projects  with  DHEC  and  other  groups  to 
improve  services  for  children. 


of  mothers  and  children: 

• Anna  B.  Price,  MD,  Bowman  Medical  Center 

• Robert  A.  Saul,  MD,  Greenwood  Children’s  Clinic 

• WrightS.  Skinner,  III,  MD,  Bay  Orthopedics  Asso- 
ciates in  Georgetown 

• Dee  C.  Breeden,  MD,  DHEC  in  Columbia 

. • Ralph  F.  Principe,  MD  and  Dilip  M.  Purohit,  MD, 
Co-Chairmen  of  the  SCMA  Maternal,  Infant,  and 
Child  Health  Committee  □ 


The  following  SCMA  members  received  special  recog- 
nition awards  for  their  dedication  to  improving  the  health 
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SCMA  WORKSHOPS 


Documenting  for  Results  (1/2  day) 

February  11,  1997,  Columbia  • Register  by  January  30, 1997 

In  this  workshop  presented  by  AMA  Financing  and  Practice  Services,  Inc.,  physicians  and  office  staff  members  will 
learn  what  information  should  be  kept  in  each  patient’s  records,  as  well  as  how  managed  care  affects  record-keep- 
ing. Attendees  will  also  be  taught  how  to  comply  with  Medicare  and  Medicaid  guidelines,  how  documentation  affects 
reimbursement,  and  how  to  use  appropriate  record-keeping  to  protect  your  practice.  This  workshop  will  be  held 9:00 
a.m.  - 12:00  p.m.,  with  registration  beginning  at  8:30  a.m.  Tuition  is  $125  for  SCMA  members  and  $175  for  non- 
members. After  January  30, 1997 , add  $25  late  registration  fee  for  each  registrant. 


Reception  Management 

February  20,  1997,  Columbia  • Register  by  February  7, 1997 

Your  medical  office  and  staff  should  always  be  efficient,  courteous,  and  nurturing  to  each  patient  that  comes  through 
your  door.  As  changes  in  the  health  care  environment  demand  that  you  and  your  staff  also  become  faster  and  more 
competitive,  frustrations  mount — both  for  you  and  your  patients.  Presented  by  Bill  Frew  and  Keith  Wilson  of  JDJ, 
Inc.,  this  seminar  will  help  you  more  efficiently  schedule  patient  visits,  more  effectively  manage  patient  services, 
and  much,  much  more.  This  workshop  will  be  held  9:00  a.m.  - 4:00  p.m.,  with  registration  beginning  at  8:30  a.m. 
Tuition  for  this  workshop  is  $150  for  SCMA  members  and  $200 for  non-members.  After  February  7, 1997,  add  $25 
late  registration  fee  for  each  registrant. 


PCN  UPDATE 


The  Physicians  Care  Network  (PCN)  has  added  four  new 
groups.  Perceptions,  Inc.,  was  effective  November  1, 
1996.  Palmetto  Primary  Care  in  Charleston,  Osteen  Pub- 
lishing in  Sumter,  and  Dargan  Construction  Company, 
Inc.,  in  Myrtle  Beach  are  all  effective  January  1,  1997. 
PCN  now  has  32  contracted  groups  and  over  32,000  cov- 
ered lives. 

Physician  and  hospital  participation  continues  to  grow. 
With  the  addition  of  Sentry  Home  Infusion  in  Columbia, 
Volunteer  Medical  in  Spartanburg,  Wappoo  Pharmacy  in 


Charleston,  Whites  Medical  in  Orangeburg,  Barnett  Med- 
ical Supply,  Family  Medical  Supply  in  Myrtle  Beach  and 
Island  Medical  Equipment  in  Hilton  Head  and  Beaufort, 
PCN  now  has  248  ancillary  providers. 

If  you  have  questions  or  would  like  to  become  a partic- 
ipating provider  with  PCN,  please  contact  Cindy  Osborn, 
Manager,  PCN  at  (803)  798-6207  or  1-800-327-1021, 
extension  257  statewide.  l) 


MARK  YOUR  CALENDARS  NOW! 

The  South  Carolina  Medical  Association’s  Annual  Meeting  and  Scientific  Assembly  is  sched- 
uled for  May  1-4, 1997,  at  the  Charleston  Place  Hotel,  Charleston,  South  Carolina. 
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SOUTH  CAROLINA  CENTRAL  CANCER  REGISTRY 


What  impact  does  cancer  have  on  the  state  of 
South  Carolina?  According  to  the  NCI’s 
SEER  Cancer  Statistics  Review,  1973-1992, 
South  Carolina  men  rank  second  for  deaths  due  to  prostate 
cancer  only  surpassed  by  Washington,  D.  C.;  third  for  can- 
cer of  the  oral  cavity;  fourth  for  esophageal  cancer  and 
fifth  due  to  multiple  myeloma.  Likewise,  women  in  this 
state  rank  third  for  deaths  due  to  multiple  myeloma  and 
fourth  for  cervical  cancer  mortality.  Hopefully,  expla- 
nations and  insight  will  be  gained  from  the  data  provid- 
ed by  the  South  Carolina  Central  Cancer  Registry 
(SCCCR).  Established  in  1993,  the  SCCCR  is  current- 
ly funded  through  a Centers  For  Disease  Control  and  Pre- 
vention (CDC)  cooperative  agreement  with  the  South 
Carolina  Department  of  Health  and  Environmental  Con- 
trol (SC  DHEC).  The  registry  is  located  in  the  Office  of 
Public  Health  Statistics  and  Information  Systems  at 
DHEC. 

The  purpose  of  the  SCCCR  is  to  collect  infomiation  on 
all  new  cancer  cases  in  the  state  to  determine  true  inci- 
dence rates  and  to  monitor  trends  over  time  between  pop- 
ulation subgroups.  The  SCCCR  collects  detailed  cancer 
data,  including  cancer  diagnosis,  pathological  descrip- 
tion, stage  of  disease,  initial  treatment  infomiation,  and 
basic  demographics.  It  is  a valuable  data  resource  for  the 
identification  of  clusters  of  cancer  cases  and  other  epi- 
demiological research  to  increase  knowledge  about  the 
burden  cancer  places  on  South  Carolinians.  The  registry 
will  allow  physicians  to  evaluate  diagnostic  trends  and 
outcomes  from  cancer  treatment.  Soon  community  hos- 
pitals will  be  able  to  use  the  Central  Registry  data  to  eval- 
uate cancer  patient  care  in  their  institutions.  For  the  first 
time,  physicians  and  health  care  facilities  in  South  Car- 
olina will  have  local,  regional,  and  statewide  infomiation 
for  the  planning  and  marketing  of  cancer  resources.  In 
addition,  DHEC,  South  Carolina  Medical  Association 
(SCMA),  American  Cancer  Society  and  other  groups  will 
be  able  to  most  effectively  coordinate  statewide  cancer 
control  activities. 

Since  the  majority  of  incident  cancer  cases  will  be  iden- 
tified through  hospitals,  physicians  are  only  required  to 
report  those  cancer  cases  to  the  SCCCR  that  are  not 
referred  to  a hospital  for  further  diagnosis  and/or  treat- 
ment. The  SCCCR  will  rely  on  physicians  to  identify 
other  data  sources  (i.e.,  in  or  out-of  state,  independent 
pathology  laboratories)  where  specimens  have  been  sent. 

i 

Physicians  can  be  assured  that  any  information  they  dis- 


close to  the  SCCCR  will  be  subject  to  the  most  stringent 
confidentiality  measures.  At  no  time  will  an  individual 
working  for  the  SCCCR  divulge  any  of  this  confidential 
information  to  unauthorized  individuals.  The  protocol  for 
the  release  of  confidential  data  has  been  established  in 
accordance  with  the  Governor’s  Data  Oversight  Council 
Data  Release  Protocol  for  other  South  Carolina  health  data. 
The  statewide  DHEC  Cancer  Control  Advisory  Com- 
mittee has  established  the  Cancer  Surveillance  Subcom- 
mittee to  oversee  this  process.  SC  Law  35-44  also  grants 
physicians  immunity  from  any  legal  ramifications  result- 
ing from  the  disclosure  of  information  to  the  SCCCR. 

Annually,  each  reporting  facility  or  physician  will  receive 
a detailed  report  summarizing  their  cancer  areas.  Con- 
fidential data  summaries  will  only  be  released  to  the  actu- 
al reporting  facility  or  physician  who  submitted  the  cases. 
The  SCCCR  will  also  provide  a nonconfidential  annu- 
al report  presenting  population-based,  age-adjusted  inci- 
dence rates  for  the  diagnosis  year  by  sex  and  race  for 
selected  sites.  Publication  of  the  first  annual  report  for 
cases  diagnosed  in  1996  is  expected  by  January  1, 1998. 

Physician  participation  is  vital  to  the  success  of  the 
SCCCR  and  will  have  a direct  impact  on  patient  care  in 
South  Carolina.  The  SCCCR  will  work  closely  with  hos- 
pitals offering  consultation  for  the  establishment  of  new 
hospital  cancer  programs,  technical  assistance  with  reg- 
istry operations,  and  continuing  educational  training  for 
cancer  registrars.  Currently,  the  SCCCR  is  collaborating 
with  American  College  of  Surgeons  accredited  hospitals 
in  preparation  to  comply  with  their  1998  standard  for  the 
inclusion  of  staff  physician  office  cases  into  the  hospi- 
tal registries.  The  SCCCR  will  assist  hospitals  with  case 
identification  to  meet  this  standard  and  avoid  any  dupli- 
cation of  case  reporting. 

Legislation  to  support  the  operation  of  the  SCCCR  was 
drafted  collaboratively  by  DHEC,  SCMA,  South  Carolina 
Hospital  Association  and  the  South  Carolina  Division  of 
the  American  Cancer  Society.  SC  Law  35-44  otherwise 
known  as  the  “Central  Cancer  Registry  Act”  was  enact- 
ed June  6, 1996.  Regulations  to  accompany  the  statutes 
are  currently  in  draft  form. 

If  you  have  any  questions  or  concerns  or  would  simply 
like  more  information  about  the  SCCCR,  please  contact 
Susan  Bolick,  MSPH,  CTR,  Director,  SCCCR,  at  (803) 
734-4683.  □ 
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PERCEPTIONS  OF  A PATIENTS’  BILL 
OF  RIGHTS:  A COMPARISON  OF 
MASSACHUSETTS  AND  SOUTH  CAROLINA 

KENNETH  P.  FOWLER* 

DAVID  J.  ELPERN,  M.  D. 


The  Hippocratic  Oath,  in  addition  to  listing 
the  responsibilities  of  physicians,  has  also 
over  the  centuries  provided  an  understood  bill 
of  rights  for  protecting  patients.1  Today  hospi- 
tals are  required  by  accreditation  agencies  to 
have  written  and  posted  a bill  of  rights  for 
their  patients.  These  bills  of  rights,  as  well  as 
others  made  by  modem  practices  interested  in 
quality  health  care,  are  usually  composed  by 
hospital  or  practice  administrators,  lawyers,  or 
physicians.2  Patients’  bills  of  rights  written  by 
patients  or  incorporating  patients’  views  are 
conspicuously  absent.  Three  questions  natu- 
rally arise  from  this  observation.  Do  patients 
even  know  that  there  are  bills  of  rights  which 
protect  them?  Also,  what  medical  rights  are 
important  to  patients?  Finally,  are  the  views  of 
patients  in  different  situations  and  with  differ- 
ent backgrounds  similar,  or  are  they  relative  to 
the  patients’  contexts,  requiring  different  bills 
of  rights  for  different  populations?  An  answer 
to  the  latter  question  would  be  especially 
informative,  as  the  patents’  views  could  then 
be  compared  with  the  ideas  of  both  physicians 
and  those  who  have  written  bills  of  rights.  We 
believe  that  in  answering  these  questions,  bet- 
ter systems  for  patient-physician  interaction 
may  be  developed. 

The  assumption  made  in  developing  a bill 
of  rights  through  asking  patients  for  their 
opinions  is  that  patients’  views  are  of  equal 
value  in  determining  their  rights  as  are  the 
views  of  health  practitioners  and  administra- 
tors. We  made  this  assumption  because 
patients  are  both  consumers  of  health  care3 
and  are  in  a unique  relationship  with  the  sys- 


*321  Dean  Hall  Lane,  Columbia,  SC  29209. 


tern.  While  physicians  and  other  providers 
may  be  able  to  sympathize  with  their  patients, 
they  can  never  fully  have  the  ability  to  know 
patients’  illness  experiences  unless  they 
themselves  also  become  patients.  This  study 
is  an  attempt  to  assess  patients’  views  of  their 
health  care  rights,  as  the  first  step  in  compos- 
ing a bill  of  rights  reflecting  the  wants  of 
patients. 

METHOD 

Subjects : To  assess  patient  knowledge  and 
views  on  a patients’  bill  of  rights,  patients  of 
a variety  of  backgrounds  were  sought. 
Patients  of  primary  care  practices  and  clinics 
were  the  focus  of  this  study  because  most 
individuals  who  visit  them  have  had  personal 
experiences  with  primary  care  providers. 
Sites  from  different  geographical  parts  of  the 
country  were  sought  to  gain  an  “average” 
American  view,  and  to  see  if  there  are  any 
regional-based  differences.  The  following 
medical  practices  were  sampled:  Berkshire 
Family  Care,  in  North  Adams,  Mas- 
sachusetts; Dr.  Charlie  Wohl’s  free  medical 
clinic,  associated  with  Berkshire  Medical 
Center,  in  Pittsfield,  Massachusetts;  the  Mar- 
tin Primary  Heath  Care  Center  in  Winnsboro, 
South  Carolina;  and  the  family  medicine  clin- 
ic of  the  University  of  South  Carolina  School 
of  Medicine  in  Columbia,  South  Carolina. 
The  total  number  of  patients  surveyed  was 
200. 

MATERIALS 

We  developed  a questionnaire  to  be  filled  out 
by  the  patients  at  the  study  sites.  To  create  the 
questionnaire,  literature  was  first  searched45 
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PERCEPTIONS  OF  A 

PATIENTS’  BILL  OF  RIGHTS  

PROCEDURE 

The  questionnaires  were  distributed  to 
patients  while  they  waited  to  see  their  physi- 
cian, either  by  the  first  author,  who  would  be 
present  in  the  waiting  room,  or  by  the  regular 
receptionist  of  the  office.  Neither  of  the 
authors  are  employed  at  any  of  the  practices 
or  clinics  involved  in  the  study,  and  the  sub- 
jects received  no  compensation  for  their  par- 
ticipation. All  were  given  the  option  to  refuse 
the  questionnaire.  The  patients  were  asked  on 
the  questionnaire  to  rate  each  of  the  state- 
ments from  1 to  5,  with  1 signifying  greatest 
importance.  The  resulting  lists  of  numbers 
were  then  averaged  and  margins  of  error  were 
calculated  using  standard  error. 

The  patient  questionnaire  was  reviewed  and 
approved  by  a human  subject  subcommittee 
of  the  University  of  South  Carolina  School  of 
Medicine. 

RESULTS 

The  subject  populations  in  South  Carolina 
and  Massachusetts  had  similar  age  groups 
and  gender  distributions,  in  both  the  urban 
and  rural  practices  (Figure  1).  The  only 
exception  was  the  high  proportion  of  women 
utilizing  the  Martin  Primary  Health  Center  in 
rural  South  Carolina.  This  particular  practice 
is  the  only  clinic  in  Fairfield  County  that  pro- 


TABLE  1 

STATEMENTS  ON  QUESTIONNAIRE 
EVALUATED  BY  SUBJECTS 

1.  A.  All  patients  should  receive  health  care 

regardless  of  the  ability  to  pay. 

B.  All  should  have  time  to  talk  freely  with- 
out interruption  and  ask  questions  where 
appropriate  and  desired. 

C.  All  should  be  given  a clear  explanation 
of  the  working  diagnosis  and  of  any 
treatment  prescribed. 

D.  All  should  be  asked  for  consent  for  treat- 
ment. 

E.  All  should  be  able  to  request  a referral 
for  a second  opinion  if  they  choose. 

F.  All  should  have  access  to  their  own 
health  records. 

G.  All  should  be  treated  with  dignity  and 
respect 

H.  All  should  know  what  office  visits  cost 
in  advance. 

I.  All  should  know  what  lab  tests  and 
medicines  will  cost  in  advance. 

J.  All  should  know  about  what  opportuni- 
ties for  self-care  apply  to  their  diagnosis. 

K.  Patients  also  have  responsibilities, 
including  the  responsibility  to  follow 
physicians’  instructions  and  take  care  of 
their  bodies. 

2.  Physicians  should  be  given  a set  maximum 

patient  waiting  time. 


and  patients  around  Williamstown,  Mas- 
sachusetts, were  asked  about  their  experi- 
ences in  order  to  see  which  care  issues  were 
perceived  to  matter  most  to  patients.  The 
statements  which  were  developed  are  present- 
ed in  Table  1.  These  were  then  incorporated 
into  an  evaluative  questionnaire.  Patients 
were  also  asked  to  write  in  any  rights  that 
they  thought  were  left  out.  Questions  about 
race,  gender,  education,  insurance  coverage, 
and  other  such  factors  were  included  to  detect 
their  effect  on  patients’  views.  Finally,  the 
patients’  awareness  of  the  bills  of  rights 
already  protecting  them  was  asked.  Patients 
were  asked  if  they  knew  of  any  existing  bills 
of  rights,  and  how  much  thought  had  they 
given  to  patients’  rights. 
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Figure  1.  Age  distribution  of  subjects  responding  to 
bill  of  rights  questionnaire. 
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TABLE  2 

NORTH  VERSUS  SOUTH:  OPINIONS  ON  MEDICAL  RIGHTS  IN  MASSACHUSETTS  AND 
SOUTH  CAROLINA,  FROM  QUESTIONS  1A-K 

Statement  1: 
A. 

B. 

C. 

D. 

E. 

F. 

G. 

H. 

I. 

J. 

K. 

SC 

Mean 

1.407 

1.32 

1.15 

1.453 

1.336 

1.547 

1.067 

1.339 

1.378 

1.32 

1.274 

Std. 

Error 

0.143 

0.125 

0.086 

0.157 

0.122 

0.159 

0.062 

0.123 

0.133 

0.13 

0.121 

MA 

Mean 

1.171 

1.281 

1.026 

1.333 

1.288 

1.254 

1.053 

1.526 

1.56 

1.263 

1.267 

Std. 

Error 

0.102 

0.119 

0.036 

0.139 

0.15 

0.137 

0.052 

0.189 

0.101 

0.115 

0.132 

vides  obstetric  care.  Patients  at  all  sites  regu- 
larly visited  their  physicians  with  the  same 
frequency  (Columbia,  45  percent;  Winnsboro, 
58  percent;  North  Adams,  63  percent;  Pitts- 
field, 41  percent)  thus  eliminating  the  famil- 
iarity with  health  care  as  a factor  in  the 
results.  The  most  significant  difference  in  the 
two  populations  that  we  studied  proved  to  be 
the  racial  identification  of  the  subjects  in  each 
pair  of  sites,  with  the  two  Southern  sites  hav- 
ing roughly  equal  numbers  of  Caucasians  and 
African-Americans,  while  the  Northern 
patients  were  predominantly  Caucasian. 

A striking  result  of  our  studies  was  that  7 1 
percent  of  those  interviewed  were  unaware  of 
a patients’  bill  of  rights.  In  fact,  52  percent 
had  never  given  any  thought  before  to  their 
need  to  have  a bill  of  rights  as  patients. 

We  hypothesized  strong  support  for  most  of 
the  statements  in  Table  1.  This  hypothesis 
was  supported  by  the  data  which  we  obtained. 
For  example,  Table  2 records  the  data 
obtained  on  the  ranking  of  statements  which 
compare  the  opinions  of  subjects  in  Mas- 
sachusetts and  South  Carolina.  On  a ranking 
scale  of  1 to  5,  all  statements  scored  between 
1 and  2,  with  large  standard  errors,  indicating 
no  significant  differences.  Thus,  patients  in 


both  South  Carolina  and  Massachusetts  con- 
sidered all  of  the  statements  in  question  1 of 
the  questionnaire  to  be  important  to  them. 
Likewise,  we  found  no  significant  changes  in 
trends  when  we  examined  the  data  comparing 
gender,  ethnic  heritage,  education,  or  type  of 
insurance  coverage  (public  versus  private). 
The  statement  receiving  the  highest  priority 
was  that  which  referred  to  the  patients’  right 
to  be  treated  with  dignity  and  respect. 

Statement  IK  (Table  1)  describes  the 
responsibility  of  patients  to  follow  a physi- 
cian’s orders.  Although  it  places  the  burden 
of  responsibility  on  the  patient  rather  than  on 
the  physician,  the  statement  was  still  ranked 
as  very  important. 

Question  2 in  our  survey  rated  the  impor- 
tance to  patients  of  setting  a maximum 
patient  waiting  time,  and  what  the  length  of 
that  time  should  be.  (Table  3)  To  our  surprise, 
the  priority  given  to  this  statement  is  lower 
than  those  given  to  question  1 statements 
(Table  1).  Most  respondents  suggested  maxi- 
mum waiting  times  should  be  between  20  and 
30  minutes.  There  was  no  significant  differ- 
ence in  ranking  of  patient  waiting  time  when 
comparing  gender,  race,  geographic  region,  or 
type  of  insurance  coverage  for  the  patient. 
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TABLE  3 

RATING  OF  IMPORTANCE  FOR  “SET  MAXIMUM  PATIENT  WAITING  TIME” 


QUESTION  2,  BY  GROUP  OF  SUBJECTS 

Subject  Group 

Males 

Females 

Whites/Caucasians 

African- 

Americans 

Mean 

2.209 

1.77 

1.703 

1.943 

Std.  Error 

0.413 

0.228 

0.318 

0.433 

Subject  Group 

Northeastern 

Subjects 

Southeastern 

Subjects 

Publicly 

Insured 

Privately 

Insured 

Mean 

2.136 

1.791 

2.037 

1.862 

Std.  Error 

0.333 

0.229 

0.517 

0.406 

The  relatively  low  rating  of  this  right  may  be 
due  to  what  the  patient  perhaps  sees  as  the 
most  important  right:  the  right  to  have  the 
physician  spend  the  time  to  do  a complete, 
unhurried  job,  including  examining  all  of  the 
possibilities  of  the  diagnosis  and  explaining 
the  patient’s  condition  to  him  or  her. 

DISCUSSION 

Our  data  strongly  support  the  contention  that 
there  is  consensus  among  Americans  for 
basic  patient  rights.  Although  a majority  were 
unaware  that  they  were  covered  by  such  a bill 
of  rights,  when  approached  about  the  topic, 
our  subjects  expressed  overwhelming  support 
for  the  issues  presented  in  Table  1 . This  is  an 
opinion  that  can  be  found  in  the  South  and 
the  North,  and  points  to  a national  consensus. 
Consequently,  we  see  potential  for  creating  a 
uniform  bill  of  rights  that  covers  all  patients 
in  the  United  States.  Presently,  patients’ 
rights  are  variable  from  state  to  state,  with 
some  states  defining  rights,  and  others  simply 
encouraging  medical  centers  to  compose 
some  kind  of  bill  of  rights.6  The  role  of 
patients  in  composing  their  own  bill  of  rights 
is  undefined.  We  believe  a national  debate  on 
a standard  patient  bill  of  rights  is  warranted. 

The  results  reported  here  focus  on  rights 
that  are  significant  to  patients  as  individuals, 


and  in  the  most  part  are  not  controversial.  We 
did  not  test  patient  responses,  for  example,  to 
the  bill  of  rights  formulated  by  the  American 
Hospital  Association2  which  defines  interac- 
tions with  hospital  administration  and  staff  and 
prescribes  patient  responsibilities.  Nor  have 
we  yet  assessed  rights  pertaining  to  informed 
consent,  advance  directives,  access  to  patient 
records  by  others,  or  business  relationships 
among  physicians,  medical  centers,  or  hospi- 
tals. Exploration  of  these  issues  requires  a dif- 
ferent design  for  the  questionnaire.7 

Responses  to  our  questionnaire  make  it 
most  clear  that  any  bills  of  rights  which  are 
developed  must  be  given  a more  visible  pres- 
ence at  the  sites  where  they  are  implemented. 
If  patients  have  never  even  heard  of  these 
rights,  much  less  understand  them,  then 
efforts  to  create  such  collections  of  rights  are 
futile.  Further  study  might  examine  the  possi- 
bility that  having  the  active  input  of  patients 
in  creating  bills  of  rights  and  then  being  made 
aware  of  their  rights  may  increase  patient  sat- 
isfaction and  impact  positively  on  the  quality 
of  health  care.  The  empowerment  of  patients 
undoubtedly  has  many  physical  health  bene- 
fits, as  well.8  □ 
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Editorials 

The  following  guest  editorial  by  Dr.  Lewis  Lefkowitz,  Jr.,  conveys  sentiments  that  are  probably 
shared  by  most  and  perhaps  all  of  us  who  trained  during  what  is  now  being  hailed  as  the  Golden 
Age  of  medical  education  and  research  in  the  United  States.  As  he  indicates,  he  began  to 
articulate  his  thoughts  as  a result  of  correspondence  from  a medical  school  classmate.  By 
publishing  this  editorial  in  The  Journal,  we  hope  to  encourage  similar  reflections  by  others  on 
where  medicine  has  been,  is  now,  and  is  going.  Guest  editorials  reflect  the  opinions  of  the 
authors  and  do  not  necessarily  reflect  the  opinions  of  the  officers  and  trustees  of  the  South 
Carolina  Medical  Association. 

— CSB 


THE  GOLDEN  AGE  OF  MEDICAL  EDUCATION:  A LETTER 
TO  A CLASSMATE 


My  Alma  Mater,  a state  school,  last  year 
solicited  opinions  on  how  to  improve  its  cur- 
riculum and  one  of  my  classmates  in  the  class 
of  1956,  who  has  been  a family  practitioner 
in  a western  state  for  almost  40  years,  had 
written  giving  his  opinion.  He  sent  me  a copy 
and  what  follows  is  a freely  edited  form  of  my 
correspondence  to  him. 

As  a faculty  member  of  another  medical 
school  in  the  1990s,  I can  tell  you  that  while 
everything  else  has  changed,  our  methods  of 
teaching  have  changed  very  little.  Our  school, 
like  many  others,  is  ruled  by  department 
chairmen  many  of  whom  were  trained  in  a 
Golden  Age  of  rich  federal  research  grants 
that  paid  scientists  to  be  teachers.  Then,  there 
was  enough  money  and  time  for  those  with 
clinical  skills  actually  to  get  to  the  bedside 
and  do  some  fine  clinical  teaching.  I believe  I 
learned  how  to  give  excellent  medical  care 
from  many  of  them.  To  get  a medical  educa- 
tion then,  we  didn’t  need  too  many  of  the 
excellent  community  physicians  who  volun- 
tarily attended  on  the  wards  of  our  hospital 
and  taught  us.  We  were  lucky  to  have  any  at 
all.  But,  our  classmates  who  stayed  in 
Academia  didn’t  emulate  the  community  doc- 
tors; they  rather  emulated  the  Chairman  and 


his  division  chiefs.  They  had  to,  to  get  funded 
and  survive  on  the  academic  ladder. 

In  later  years,  as  federal  grants  got  more 
parsimonious,  the  grantees  (our  teachers, 
now)  had  to  stay  longer  hours  in  the  lab,  and 
at  the  dictating  machines  and  word  processors 
writing  articles  and  book  chapters,  preparing 
seminars,  and  drafting  grant  proposals.  To 
add  to  this,  they  had  to  hit  the  trail  to  increas- 
ing numbers  of  meetings,  conferences  and 
symposia  to  share  the  fruits  of  their  study 
with  colleagues. 

At  the  same  time,  the  community-based 
attending  physicians  were  being  confronted 
with  demands  on  their  time  away  from  the 
Medical  Center.  Residents  and  fellows 
increasingly  took  over  the  teaching  roles  for 
medical  students,  those  with  the  fewest  years 
experience  in  making  critical  clinical  and  eth- 
ical judgments  having  the  heaviest  burden  of 
teaching.  This  generation  of  doctors  was 
trained  mostly  by  the  least  experienced  clini- 
cians, and  learned  mainly  in  hospitals  from 
patients  who  have  diseases  that  represent 
about  one  percent  of  the  illness  prevalent  in 
the  population  at  any  given  time. 

Following  Dr.  Flexner’s  admonitions  in  the 
early  decades  of  this  century,  in  our  efforts  to 
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free  ourselves  from  repeating  the  mistakes  of 
relying  entirely  on  past  and  erroneous  prac- 
tice (i.e.  apprenticeship),  we  seem  to  have 
fallen  over  too  far  forwards  in  our  rush  into 
the  future;  relying  too  much  on  untested  inno- 
vation and  profligate  overuse  of  expensive 
and  sometimes  harmful  technology.  Now, 
although  there  is  recognition  of  all  this  at  the 
top  in  just  about  every  medical  school  in  the 
United  States,  most  schools  are  governed  by 
the  money  brought  in  by  the  departments.  As 
academic  freedom  is  to  be  treasured  above 
King  Solomon’s  Mines,  the  clinical  depart- 
ments make  independent  decisions  for  the 
turf  that  they  control  in  the  clinics  and  the 
hospital.  Among  the  consequences  have  been 
wasteful  duplication  of  resources  and  serious 
failures  of  communication. 

Nevertheless,  there  is  accelerating  progress 
at  most  medical  schools  toward  getting  stu- 
dents into  the  clinics  and  out  into  the  commu- 
nity where  the  other  99  percent  of  illness  is 
happening.  I enjoyed  most  in  my  clinical 
years  the  bedside  teaching  of  the  wise  master 
clinicians  who  saw  patients  in  their  offices  in 
the  community.  I relished  my  time  in  the  out- 
patient clinics,  and  I was  fascinated  by  con- 
ducting post-partum  rounds  in  the  barrios  and 
the  ghettos.  That’s  where  I finally  observed 
the  true  causes  of  the  misery  that  I saw  in  the 
emergency  room. 

That  kind  of  learning  is  hardly  a new  con- 
cept in  American  medical  education.  One  of 
its  forms,  the  preceptor-apprentice  relation- 
ship, has  been  the  cornerstone  of  medical 
pedagogy  since  Colonial  times.  Near  the  turn 
of  this  century,  William  Osier  is  credited  with 
bringing  this  relationship  into  the  Hospital,  at 
Johns  Hopkins.  The  clinical  clerkships  of 
today’s  medical  students  are  the  current 
embodiment  of  his  innovation. 

In  bringing  apprenticeship  into  the  Hospital 
and  out  of  the  community,  many  previously 
obvious  influences  on  the  patients’  illnesses 
and  the  consequences  of  their  care  went  out 
of  focus.  This  defect  of  focus  has  been  aggra- 
vated as  hospital  practice  has  progressively 
become  more  technically  oriented  in  the  years 


since  World  War  II.  In  parallel,  hospital  care 
has  become  physically  separated  from  life  in 
the  community,  where  the  rest  of  the  patients’ 
lives  are  played  out,  and  the  pathology  of 
their  diseases  is  incubated  and  influenced  for 
good  or  ill. 

This  explosion  of  knowledge  and  technolo- 
gy has  been  another  force  in  this  change  of 
focus.  One  of  my  colleagues  reports  that, 
often,  on  his  consultation  rounds  he  just 
stands  back  and  watches  the  residents  adjust 
the  dials  on  complex  life  support  systems,  or 
scan  reports  of  laboratory  and  imaging  “mira- 
cles.” 

That  life- supportive  technology  has  created 
a new  kind  of  patient  that  does  not  require  or 
even  allow  for  a bonding  with  the  doctor.  It  is 
this  kind  of  patient  that  takes  up  a significant 
proportion  of  the  students’  and  residents’ 
time  in  the  hospital.  These  physicians-in- 
training  don’t  have  very  much  left  to  interact 
with  patients  or  their  families.  Many  of  those 
interactions  center  on  asking  for  permission 
to  do  invasive  procedures  of  one  kind  or 
another. 

Likewise,  imaging  diagnostics  and  powerful 
new  analytical  laboratory  methods  have  made 
the  process  of  diagnosis  as  we  learned  it 
quasi-obsolete.  We  often  are  so  awed  by  these 
revelations  of  technology  that  we  don’t  suffi- 
ciently trust  our  other  senses,  and  too  often 
fail  to  value  or  cultivate  good  history  taking 
and  physical  examination  methods,  and  the 
powerful  effects  of  just  touching  the  patient. 
So  great  is  the  drive  to  achieve  certainty  that 
an  expensive  procedure  is  still  likely  to  be 
done,  even  though  it  will  only  improve  cer- 
tainty from  95  percent  to  99  percent  over  a 
simple  historical  fact  or  observation.  It  will 
be  done  partly  because  we,  as  physicians,  are 
“programmed”  to  be  the  sources  of  absolute 
truth,  partly  because  we  have  too  little  confi- 
dence in  the  power  of  our  senses  and  judg- 
ment, partly  because  of  fear  of  being  held 
liable  for  mistakes,  and  partly  because  some 
of  us  have  a proprietary  interest  in  the 
machines  that  will  be  amortized  by  the  use  of 
the  technology. 
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This  last  observation  leads  me  to  perhaps 
our  most  serious  problem.  To  be  blunt,  medi- 
cal care  is  now  a highly  profitable  business. 
When  we  were  students,  delivering  health 
care  was  not  profitable.  Rich  doctors  were 
rich  because  they  married  well  or  were  bom 
well.  Insurance  funding  as  we  know  it  today 
began  in  1929,  using  a cost-plus  formula  of 
reimbursement  for  services  which  helped 
keep  hospitals  struggling  through  the  depres- 
sion years  from  being  entirely  at  the  mercy  of 
the  generosity  of  affluent  people  in  our 
churches  and  communities  and  the  political 
and  legislative  processes  in  our  City  Coun- 
cils. It  was  only  in  1965,  when  the  same  for- 
mula of  financing  was  incorporated  into  the 
federal  legislation  that  created  Medicare  and 
Medicaid,  that  health  care  was  made  finan- 
cially accessible  to  the  majority  of  citizens 
and,  more  importantly,  became  potentially 
profitable. 

With  so  few  restrictions  on  how  those  insur- 
ance dollars  were  to  be  spent,  and  so  many 
more  people  “covered”  by  insurance,  health 
care  has  evolved  into  a giant  industrial  com- 
plex, with  many  unregulated  potential  sources 
of  profit.  There  was  a lot  of  paper- work  and 
bureaucratic  rigmarole,  but  the  profits  were 
high  enough  for  many  medical  firms  to  hire 
managers  and  clerks  so  that  the  enterprises 
grew  and  ultimately  converted  what  had  been 
personal  encounters  between  doctors  and 
patients  into  transactions  on  the  stock 
exchanges. 

Although  many  of  these  opportunities  for 
profit  stimulated  entrepreneurs  to  develop 
useful  new  drugs  and  technical  advances  that 
might  not  have  been  produced  without  this 
incentive,  many  doctors  saw  themselves  as 
displaced  from  the  close  fiduciary  ties  to  the 
patients  and  their  families  that  they  valued. 
They  found  themselves,  at  times,  converted 
into  a potential  adversary  with  loyalties  too 
often  divided  between  institutional  and 
patient-oriented  concerns. 

Over  the  years,  the  incentives  built  into 
these  cost-plus,  service-tied  funding  arrange- 
ments have  enticed  young  physicians,  many 


of  them  in  deep  debt  from  borrowing  to  pay 
the  costs  of  their  education,  away  from  pri- 
mary care  and  into  procedure-intensive  prac- 
tice. This  trend,  or  rather  avalanche,  has 
greatly  added  to  the  aggregate  of  public  and 
private  expenditures  for  health  services  and 
deprived  vast  numbers  of  Americans  of  first- 
line  physicians.  It  is  not  an  accident  that  for 
many  (and  not  just  the  indigent  and  unin- 
sured), emergency  rooms  and  the  newly  con- 
ceived “doc-in-the-box”  have  replaced  the 
doctor’s  office  as  the  source  of  first-contact 
care. 

Ours  is  a society  which  is  hung  up  on  enti- 
tlement. Not  only  are  our  patients  feeling 
entitled  to  the  “very  best  medicine  has  to 
offer”  regardless  of  their  ability  to  pay  tor  it; 
but,  as  physicians,  too  many  of  us  feel  enti- 
tled to  the  disproportionately  high  income  we 
have  been  able  to  wrest  from  the  inflated 
health  care  market  as  it  has  become  increas- 
ingly profitable  to  deliver  health  services. 

Now,  because  of  public  awareness  of  run- 
away inflation,  general  agreement  on  the 
need  for  cost  restraint,  and  new  forms  of 
financing  designed  to  keep  costs  down,  the 
profitability  of  care  delivery  is  showing  signs 
of  scaling  down.  In  the  process,  many  more 
health  professionals  are  feeling  unrewarded 
and  unappreciated.  Large  numbers  of  physi- 
cians are  now  employees  of  health  service 
organizations  created  to  achieve  economic 
goals  rather  than  remaining  in  practices 
aimed  at  medical  goals.  Yet,  applications  to 
medical  schools  are  going  up,  a wonder  and  a 
source  of  hope  for  the  future.  Many  more  of 
these  new  students  are  expressing  interest  in 
primary  care  practice. 

The  truth  is  that  the  USA  does  not  really 
have  a shortage  of  the  means  to  deliver  the 
world’s  very  best  health  services,  only  a 
shortage  of  funds  to  pay  for  the  wasteful, 
frustrating  and  ineffective  ways  we  have  cho- 
sen tor  financing,  delivering,  and  profiting 
from  them.  Under  more  equitable  circum- 
stances of  financing  and  organizing  care, 
there  need  not  even  be  a shortage  of  money. 
No  wonder  those  involved  in  receiving  and 


28 


The  Journal  of  the  South  Carolina  Medical  Association 


giving  health  services  are  so  intolerant  when 
they  can’t  get  what  they  need  when  they  need 
it. 

In  this  half-century  we  have  enhanced  our 
potential  for  improving  and  sustaining  indi- 
vidual and  public  health  by  many  orders  of 
magnitude;  and  we  recognize  that  this  poten- 
tial has  been  generated  and  nurtured  princi- 
pally in  our  professional  educational  institu- 
tions and  the  research  establishment  by  the 
likes  of  our  former  Chairman,  his  division 
chiefs  and  their  co-workers.  Our  scientific 
progress  and  technology  are  the  core  and  sub- 
stance of  what  we  have  to  offer  as  we  move 
forward.  They  simply  must  be  applied  to  the 
“solution”  rather  than  be  permitted  to  con- 
tribute to  the  “problem.” 

Given  today’s  situation,  educating  young 


practitioners  to  practice  rational,  personal, 
restrained,  fiduciary  medicine  could  well  be 
close  to  impossible.  That  remains  our  task  in 
medical  education.  It  is  the  only  thing  we  can 
do  to  restore  our  ability  as  physicians  to  func- 
tion effectively  in  the  roles  we  ought  to  be 
playing  in  the  lives  of  our  patients,  and  to 
regain  the  trust  that  we  once  had  from  our 
patients  and  society.  We  must  consider  means 
to  reach  these  educational  goals  to  be  our  first 
order  of  business  in  the  board  rooms  and  cur- 
riculum committees  of  our  medical  schools. 

Lewis  B.  Lefkowitz,  M.  D. 

Professor  of  Preventive  Medicine 

Vanderbilt  University  School  of 

Medicine 

Nashville,  Tennessee  37232-2637 
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MONEY  AND  MEDICINE 


The  landscape  of  health  care  and  medical 
practice  has  changed  dramatically  in  recent 
years.  The  slow  rate  of  change  in  scenery 
during  the  1940s  and  1950s  could  be  likened 
to  the  view  from  a bicycle  moving  slowly 
along  a forest  trail.  Then,  we  were 
surrounded  by  moss-draped  sturdy  oaks — our 
science,  our  authority  as  guardians  of  health 
care,  our  stable  traditional  ethics.  We  knew 
where  the  trees  were  and  what  they  meant: 
they  anchored  us  to  a familiar  world  of  solid 
wood,  secured  and  nurtured  by  deep  roots. 
The  pace  of  change  quickened  in  the  1960s 
and  1970s,  as  our  bicycle  became  an  open 
roadster,  with  a view  through  the  windshield 
of  new,  lush  foliage  springing  up  in  the 
landscape — new  federal  money  pouring  into 
the  health  care  economy — but  the  oaks  began 
to  thin.  In  the  1990s,  we  seem  no  longer  to  be 
moving  on  a familiar,  secure  forest  trail,  but 
have  become  more  like  passengers  on  a 
freight  train  being  driven  by  engineers  who 
are  paying  no  attention  to  us.  The  scenery  is 
changing  rapidly,  the  lush  greenery  is  losing 
its  brilliant  color.  It  seems  to  be  changing  so 
fast,  in  fact,  that  we  can  barely  tell  if  the  trees 
are  still  there,  and  now,  the  clear  atmosphere 
around  us  has  condensed  into  a thick  fog 
obscuring  the  track  ahead.  What  will  the 
landscape  look  like  when  the  fog  lifts? 

The  metaphor  of  a changing  landscape 
collapses  readily  if  carried  further,  but  it  does, 
I believe,  gives  us  a sense  of  what  we  feel 
like  as  a profession:  our  incomes  have  leveled 
off  or  are  falling,  our  authority  has 
diminished  as  we  no  longer  have  carte 
blanche  in  caring  for  our  patients,  and 
physicians  do  not,  as  they  once  did,  ride  high 
above  all  others  at  the  top  of  the  public’s 
most  trusted  profession  list.  What  sense  can 
we  make  of  all  this?  How  can  we  regain  some 
control  over  our  professional  lives?  Most 
importantly,  how  can  we  assure  that  our 
patients  are  served  well  by  the  emerging 
health  care  system?  The  answers  turn  upon 


the  resolution  of  the  overriding  policy 
question  of  our  time:  will  a market-driven 
health  care  system  or  a centralized  system 
best  serve  the  health  needs  of  the  American 
people? 

There  are  two  fundamentally  different 
answers  to  that  question:  the  one,  market 
systems  lead  to  efficiencies  of  cost  with 
suitable  quality,  are  compatible  with 
compassionate  care,  and  support  the  trust 
relationship  so  critical  to  successful  healing; 
and  the  other,  market  mechanisms  undermine 
the  trust  in  physicians  and  in  the  health  care 
system  that  is  essential  to  good  health,  so  are 
incompatible  with  good  health  care,  are 
anathema  to  the  interests  of  patients,  and 
therefore  should  be  replaced  by  a centralized 
system. 

A symposium  exploring  these  ideas  was 
held  in  Columbia  in  early  October.  It  was 
provocatively  entitled:  “Money  and 

Medicine,  Mothers’  Milk  or  Witches’ 
Brew?”,  representing  metaphorically  the 
dilemma  proposed  above.  The  symposium 
was  the  first  in  what  we  anticipate  will  be  a 
long  series  of  such  symposia  addressing 
contemporary  issues  in  bioethics,  under  the 
sponsorship  of  the  Center  for  Bioethics  of  the 
Institute  of  Public  Affairs  of  the  University  of 
South  Carolina.  The  meeting  was  co- 
sponsored by  East  Carolina  University 
Department  of  Medical  Humanities.  The 
discussions  were  a stimulating  mixture  of 
invited  speakers  and  competitively  selected 
abstract  presentations. 

The  invited  faculty  spoke  at  three  plenary 
sessions  over  the  one  and  a half  days  of  the 
meeting.  Those  sessions  advanced  in  logical 
progression:  first,  establishing  a theoretical 
framework  for  the  two  sides  of  the  issues; 
then,  looking  at  historical  and  practical 
considerations  of  the  alternatives;  and  finally, 
planning  for  the  future.  The  theoretical 
positions  were  brilliantly  staked  out  by  Dr. 
Steven  Miles  of  the  University  of  Minnesota, 
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who  argued  that  managed  care  has  been 
dangerously  disruptive  to  both  the  physician- 
patient  relationship  and  to  other  aspects  of 
quality  health  care.  Dr.  H.  Tristram 
Engelhardt  of  Baylor  College  of  Medicine 
argued  that  we  as  a nation  can  never  reach  a 
true  balancing  of  cost  and  quality  without 
freedom  of  people  to  choose  how  they  wish 
to  spend  their  own  money,  in  health  care  as  in 
other  economic  areas,  and  freedom  of  choice 
requires  free  markets. 

In  the  second  plenary  session,  the  history 
and  rationale  for  three  different  approaches  to 
health  care  reform  were  presented:  single 
payor  system,  exemplified  by  the  Canadian 
system;  market  reform  in  which  managed 
care  vests  decision-making  power  in 
organizational  managers;  and  free  market 
reform,  exemplified  by  medical  savings 
accounts,  in  which  economic  power,  the  sine 
qua  non  of  decision-making  power,  is 
returned  to  the  hands  of  patients. 

In  the  final  plenary  session,  much  of  what 
had  gone  before  was  synthesized,  and  future 
directions  for  health  care  reform  were 
envisioned.  In  particular,  managed  care,  it 
was  argued,  is  not  necessarily  incompatible 
with  the  ethical  ideals  of  the  humane  practice 
of  medicine. 

The  sessions  comprising  competitive 
abstracts  included  speakers  from  seven  states, 
from  the  Carolinas  to  Minnesota.  Their 
detailed  discussions,  grouped  by  topics,  filled 
in  the  broad  sketches  presented  in  the  plenary 
sessions.  One  session  addressed  the 
theoretical  foundations  supporting  either 
single  payor  (centralized)  systems,  or  market 
mechanisms  in  health  care  reform.  Another 
presented  interesting  aspects  of  cost  control, 
including  an  illuminating  evaluation  of  gag 
clauses  in  managed  care  contracts,  and  their 
legitimate  origins  in  business  practice.  A 
group  of  presentations  described  experiences 
with  health  care  reform  at  the  state  level, 


focusing  on  Georgia,  Vermont,  and  Tennessee 
(Tenncare),  and  providing  important  lessons 
for  South  Carolina.  Also  discussed  were  the 
effects  of  health  care  markets  on  long- 
standing bioethical  issues,  including 
generalist-consultant  relationships,  surrogate 
motherhood,  and  organ  transplantation. 

No  final  answers  to  basic  questions  were 
reached,  but,  in  the  absence  of  national 
consensus  on  any  of  these  issues,  that  is  not 
surprising.  The  symposium  was  very 
successful  in  reaching  its  goals:  to  increase 
understanding  of  medicine  as  a profession 
and  as  a business,  to  identify  ways  in  which 
individual  physicians  can  respond  to  new 
market  forces,  and  to  analyze  how 
participation  in  the  creation  of  policy  aimed 
at  reforming  health  care  can  help  reduce  the 
tensions  that  have  heightened  in  recent  years 
between  physicians  and  outside  forces,  as 
well  as  within  the  profession  itself. 

South  Carolina  has  had  an  annual  forum, 
the  Pitts  lectureship,  dedicated  to  discussion 
of  bioethical  issues,  held  at  MUSC  in 
Charleston  each  November.  The  Center  for 
Bioethics  at  USC  intends  to  enrich  our  state 
by  the  addition  of  another  series  of  such 
conferences,  of  which  Money  and  Medicine 
is  the  first.  If  solving  the  problems  we  all 
perceive  in  health  care  and  within  our 
profession  is  aided  by  open,  informed, 
intelligent  discussion,  then  such  conferences 
will  certainly  help  to  sharpen  our  vision  of 
the  future  and  motivate  us  to  be  more  active 
in  helping  to  design  the  policies  that  will 
create  the  new  landscape  of  medicine. 

Robert  M.  Sade,  M.  D. 

Institute  of  Human  Values  in 
Health  Care 

Medical  University  of  South  Carolina 
171  Ashley  Avenue 
Charleston,  SC  29425 
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SAMUEL  EUGENE  HARMON  (1871  - 1935) 


“On  Thursday  afternoon,  December  26th, 
1935,  an  All  Wise  Providence  removed  from 
our  midst  Dr.  Samuel  E.  Harmon,  President  of 
the  South  Carolina  Medical  Association.  . . .” 
said  F.  M.  Routh,  M.  D.  in  his  Memorial 
Address  read  before  the  South  Carolina  Medi- 
cal Association  at  Greenville,  May  22,  1936. 

Dr.  Harmon  was  bom  August  24,  1871,  the 
son  of  Frederick  Harmon  the  second  and 
Elvena  Seay.  The  boy’s  mother  died  when  he 
was  two  years  old,  and  he  grew  up  in  the 
home  of  his  maternal  grandmother  in  Lexing- 
ton County  in  the  area  of  the  Saluda  River 
Valley  which  is  now  covered  by  Lake  Mur- 
ray. His  education  began  in  the  country 
school  near  his  home  and  later  transferred  to 
the  public  schools  of  Columbia.  He  attended 
Newberry  College  for  one  year  before  enter- 
ing the  University  of  Tennessee  Medical  Col- 
lege in  Nashville  where  he  graduated  in  1899. 
After  graduation  he  did  postgraduate  study  at 
the  New  York  City  Post  Graduate  Hospital. 
Dr.  Harmon  practiced  general  medicine  in 
Columbia  for  12  years  before  limiting  his 
practice  to  general  surgery.  Throughout  his 
career  Dr.  Harmon  visited  the  larger  clinics 
throughout  the  country  to  better  equip  himself 
for  service  in  his  profession. 

A strong  advocate  for  organized  medicine, 
Dr.  Harmon  was  elected  Councilor  from  his 
district  in  1918  and  was  elected  Chairman  of 
that  body  in  1923,  a position  he  held  until  his 
assuming  the  position  of  President-elect. 
Elevated  to  the  Presidency  at  the  death  of 
William  Egleston,  M.  D,  Dr.  Harmon’s  presi- 


dential address  in  Florence,  S.  C.,  April  24, 
1935,  addressed  problems  existing  in  orga- 
nized medicine: 

. . .The  politicians  of  this  country  are 
making  such  a massive,  active,  insidi- 
ous, stealthy  march  upon  the  medical 
profession,  that  I am  thoroughly  con- 
vinced that  we  will  very  soon  find  our- 
selves in  the  same  predicament  of  a 
small  company  in  camp  in  the  time  of 
war,  quietly  asleep  in  their  tents  while 
the  enemy  steals  through  the  darkness 
of  the  night,  unobserved,  coming  from 
every  direction,  and  when  the  little 
company  awakes  in  the  morning,  they 
find  themselves  surrounded  by  such 
overwhelming  numbers,  with  all  the 
machinery  of  destruction  at  their  com- 
mand, that  they  are  doomed. 

For  these  and  many  other  obvious  rea- 
sons, I would  ask  for  the  good  will  and  . . . 
and  support  of  every  member  in  the 
medical  profession  who  stands  for  hon- 
est, constructive  efficient  medicine  for 
the  protection  of  all. 

Jane  McCutchen  Brown 

Curator 

Waring  Historical  Library 
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THE  INTERIM  MEETING  OF  THE  AMA 
ATLANTA,  GEORGIA 
DECEMBER  8-11, 1996 

REPORT  OF  THE  SCMA  DELEGATION 

WALTER  J.  ROBERTS,  JR.,  M.  D.* 


The  Interim  meeting  of  the  American  Medical 
Association  (AMA)  was  held  in  Atlanta,  Geor- 
gia, this  year  beginning  on  December  8,  1996, 
and  running  until  December  11, 1996.  In  atten- 
dance was  South  Carolina’s  AMA  Delegation 
which  is  made  up  of  our  four  delegates:  Drs.  Dan 
Brake,  Chris  Hawk,  Roger  Gaddy  and  me;  and 
our  four  alternate  delegates:  Drs.  John  Simmons, 
Steve  Imbeau,  Nelson  Weston  and  Carol 
Nichols.  Also  attending  with  the  South  Caroli- 
na delegation  was  SCMA’s  secretary,  Dr.  Bill 
Hester,  and  the  vice  chairman  of  the  SCMA 
Board  of  Trustees,  Dr.  Capers  Hiott.  Staff  pre- 
sent was  Bill  Mahon,  Chief  Executive  Officer 
and  Steve  Williams,  Senior  Vice  President  and 
General  Counsel. 

Our  delegation  has  now  been  augmented  by  the 
presence  and  prestige  of  the  delegate  from  the 
American  Orthopedic  Association,  Dr.  Ed  Kim- 
brough, and  the  alternate  delegate  from  the 
American  Academy  of  Pediatrics,  Dr.  Marion 
Burton.  These  two  have  given  South  Carolina 
physicians  a presence  and  impact  on  decision- 
making and  policy  at  a national  level  not  previ- 
ously enjoyed,  plus  adding  their  knowledge  and 
experience  to  our  delegation  in  our  deliberations 
on  behalf  of  SCMA. 

Finally,  South  Carolina’s  respected  and  capable 
member  of  the  AMA  Board  of  Trustees,  Dr. 
Randy  Smoak,  maintains  constant  dialogue  with 
our  delegation,  lending  advice  and  information 
to  us  from  board  level.  As  I have  commented  in 
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past  reports  to  you  from  AMA  meetings, 
Randy’s  rise  to  national  prominence  has  been 
nothing  short  of  meteoric,  his  principle  visibil- 
ity now  as  treasurer  of  the  board  and  spokesman 
for  AMA’s  anti-tobacco  effort. 

As  always,  prior  to  the  meeting,  our  delegation 
carefully  studies  and  plans  responses  and  strate- 
gies to  the  several  hundred  reports  and  resolu- 
tions which  are  presented  to  the  AMA  House  of 
Delegates.  These  business  items  involve  physi- 
cians’ lives  and  practices  in  many  ways,  and — 
even  more  importantly — the  health  and  lives  of 
our  patients.  There  is  no  more  important  medi- 
cal meeting  in  the  year,  in  my  opinion,  than  the 
two  AMA  meetings,  since  at  those  meetings  we 
make  decisions  which  involve  not  only  physi- 
cians’ practices,  but  the  scientific  advances,  the 
moral  and  ethical  problems  facing  American 
physicians,  and  the  advocacy  of  our  patients’ 
interests  and  care. 

Among  the  many  reports  and  resolutions  pre- 
sented to  the  House  of  Delegates,  allow  me  to 
review  several  with  you: 

MANDATORY  HIV  TESTING  OF 
PREGNANT  WOMEN 

Mandatory  testing  for  HIV  of  pregnant  females 
was  reintroduced.  You  may  recall  that  at  the 
AMA  Annual  Meeting  in  June,  by  a vote  of  185 
to  1 8 1 , the  House  passed  a resolution  calling  for 
such  testing.  The  rationale  seems  clear  to  our 
South  Carolina  delegation:  it  has  been  shown  that 
if  a mother  tests  positive  for  HIV  in  early  preg- 


nancy,  and  is  treated  through  the  remainder  of 
the  pregnancy  with  AZT,  the  odds  of  having  an 
HIV-positive  offspring  drops  from  24  percent  to 
eight  percent.  At  this  AMA  meeting,  the  vote 
was  two-to-one  in  favor  of  such  mandatory  test- 
ing. The  opposition  to  such  testing  remains 
formidable,  espousing  the  premise  that  volun- 
tary testing  and  counselling  of  HIV-positive 
females  is  a more  desirable  course  to  follow. 

POINT-OF-SERVICE  CONTRACTING 

Regarding  point-of-service  contracting,  again  the 
question  was  raised  as  to  the  merit  of  mandat- 
ing that  all  managed  care  contracts  contain  such 
benefits.  Once  more  the  House  of  Delegates 
affirmed  its  decision  that  offering  an  optional 
point-of-service  benefit  is  the  better  plan.  This 
will  continue  to  support  the  AMA  premise  that 
a “pluralistic”  approach,  which  will  allow  man- 
aged care  participants  to  select  what  medical  plan 
benefits  them  best,  is  more  desirable  for  our 
patients. 

GRADUATE  MEDICAL 

EDUCATION  FUNDING 

Funding  of  graduate  medical  education  and  study 
of  the  medical  work  force  were  among  the  issues 
addressed  at  a “Work  Force  Summit”  which  con- 
vened at  the  Interim  meeting.  A blueprint  for 
reform  of  the  medical  education  system  is 
advised,  including  plans  for  changes  such  as 
those  that  anticipated  “over- supply”  of  physi- 
cians and  for  demands  that  private  managed  care 
organizations  share  in  the  financing  of  graduate 
medical  education.  Regarding  the  latter,  it 
appears  unerringly  clear  to  me  that  if  Medicare- 
financed  HMOs  are  required  to  contribute  to 
graduate  medical  education,  privately  owned  and 
run  HMOs  and  other  managed  care  businesses 
should  likewise  contribute. 

PHYSICIAN-ASSISTED  SUICIDE 


ly  visible,  much  discussed  issue.  Toward  such 
an  explosive  question,  AMA  has  maintained 
what  I take  to  be  a level-headed  posture,  basi- 
cally reaffirming  that  such  effort,  on  the  part  of 
physicians  are  unethical.  It  is  recognized,  how- 
ever, that  there  are  many  ramifications  to  the  end- 
of-life  problems  which  need  revisiting.  At  pre- 
sent, for  example,  a huge  percentage  of  health 
care  costs — perhaps  as  much  as  15  percent  of  the 
GNP,  is  expended  on  end-of-life  care,  much  of 
which  is  futile  care.  It  is  felt  by  medical 
economists  and  ethicists  alike  that  the  entire  issue 
must  be  looked  at  and  that  such  a study  must 
include  training  physicians  themselves  in  appro- 
priate care,  both  clinical  and  ethical,  of  the  dying. 

MANAGED  CARE  CONTRACTS 

There  continues  to  be  heard  from  many  physi- 
cians concern  over  contracts  with  managed  care 
organizations.  After  the  AMA  has  received  fed- 
eral support  in  its  efforts  to  fight  “gag  clauses” 
and  similar  encroachment  upon  the  traditional 
patient-physician  relationship,  other  onerous 
demands  such  as  restrictive  covenants  and  de- 
panelization  without  cause  are  often  part  of 
“small  print”  in  contracts  which  physicians  have 
signed.  AMA  is  adamant  in  its  dedication  to  sup- 
port physicians  in  a variety  of  such  issues  in  the 
managed  care  debate. 

Again,  I refer  you  to  the  AMNews  publications 
of  late  December  and  early  January  for  further 
comment  on  the  Interim  meeting.  The  issues  are 
vital  to  physicians  and  their  patients,  deserving 
of  your  careful  attention.  Your  South  Carolina 
AMA  delegation  is  constant,  attentive,  and  ded- 
icated to  supporting  your  ability  to  practice 
medicine  in  a manner  which  preserves  the 
patient-physician  relationship,  and  which  allows 
you,  our  constituency,  prerogatives  in  choosing 
how  you  will  conduct  that  practice.  □ 


Physician-assisted  suicide  continues  to  be  a high- 


REPORT  FROM  THE  YOUNG  PHYSICIANS  SECTION 
1996  INTERIM  AMERICAN  MEDICAL  ASSOCIATION  MEETING 

ATLANTA,  GEORGIA 
DECEMBER  6-7, 1996 

RICHARD  A.  SCHMITT,  M.  D. 


The  1996  Interim  American  Medical  Association 
Young  Physicians  Section  (AMA-YPS)  Meeting 
was  held  December  6-7,  1996,  at  the  Marriott 
Marquis  Hotel  in  Atlanta,  Georgia,  followed  by 
the  AMA  House  of  Delegates  Interim  Meeting 
December  8-11.  There  were  78  delegates  from 
all  states  and  many  specialty  societies  repre- 
sented. South  Carolina  was  represented  by  Dr. 
Richard  Schmitt  (Delegate).  In  Dr.  Seabrook’s 
absence.  Dr.  James  Mock  assumed  the  role  of 
alternate  delegate.  Drs.  Mock  and  I were  also 
privileged  to  be  included  in  the  initial  discussions 
of  the  SCMA  delegation  at  their  caucus,  as  well 
as  at  the  breakfast  meeting  of  the  Southeastern 
delegation.  I can  assure  the  young  physicians  of 
South  Carolina  that  we  are  very  well  represent- 
ed by  our  delegates  in  the  AMA  House  of  Del- 
egates. They  have  been  very  gracious,  including 
the  YPS  in  any  activities  of  the  South  Carolina 
delegation.  Congratulations  to  Dr.  Walt  Roberts 
as  he  continues  to  ascent  the  leadership  structure 
of  the  Southeastern  delegation. 

The  first  day  was  primarily  spent  in  reference 
committee  discussions.  Please  refer  to  the  res- 
olutions discussed  below.  Also,  the  lobbyist  for 
the  AMA  discussed  the  legislative  activity  and 
successes  of  the  AMA  leaders  and  political 
action  committee  on  behalf  of  our  members  and 
our  patients.  Antitrust  relief,  health  insurance 
reform,  the  crusade  against  health  plan  “gag 
clauses,”  and  the  initiation  of  the  American  Med- 
ical Accreditation  Program  were  discussed. 

An  education  (hands  on)  session,  physicians 
accessing  the  Internet,  was  presented  and  the 
AMA  home  page  (http:Avww.ama-assn.org)  was 
highlighted.  I would  strongly  urge  the  SCMA 


staff  to  develop  a similar  presentation  for  our 
next  Annual  Meeting. 

There  were  15  resolutions  debated  and  several 
informational  reports  presented  to  the  mem- 
bership by  the  Governing  Council.  These  are 
briefly  summarized  below: 

REFERENCE  COMMITTEE  A 

Res.  2:  AMA  International  Medical  Grad- 

uates (IMG)  Section:  PASSED 
Res.  3:  Board  Certification:  PASSED 

Res.  4:  Limitation  of  and  Insurance  Against 

Exposure  of  Medical  Students  and 
Residents  to  Blood  Borne 
Pathogens:  PASSED 

Res.  5:  Study  of  CME,  Criteria  for  Board 

Certification:  PASSED 

Res.  6:  Guidelines  to  Determine  Physician 

Competence:  PASSED,  with  title 
and  content  as  revised  by  the  refer- 
ence committee. 

Res.  8 : Opposition  of  Restrictive  Covenants 

During  Training:  PASSED,  and  for- 
warded as  a late  resolution  to  the 
HOD. 

Res.  10:  Channeling  of  Drugs  into  African- 

American  Community:  Although  the 
intent  of  the  resolution  was  laudable, 
it  was  felt  that  this  is  a law  enforce- 
ment issue,  therefore,  the  resolution 
was  outside  the  purview  of  the  YPS. 
The  resolution  was  not  adopted. 
Report  A:  Physician  Work  Force/Supply: 
Graduate  Medical  Education  Financ- 
ing: All  recommendations  of  the  ref- 
erence committee  were  passed. 
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REFERENCE  COMMITTEE  B 

Res.  1:  Affordable  Portable  Health  Insur- 

ance: FAILED 

Res.  7:  Insurance  Company  Payment 

Refusals:  Resolved,  that  the  YPS 
send  a resolution  to  the  AMA-HOD 
at  1-96  to  study  the  practice  of  insur- 
ance companies  and  third  party  pay- 
ers sending  out  blanket  refusals 
prospectively  or  retrospectively  for 
necessary  or  indicated  diagnostic 
procedures  or  treatment:  PASSED 

Res.  9:  Coding  for  Medically  Necessary 

Screenings:  PASSED,  as  amended  to 
include  appropriate  “rule  out”  diag- 
noses. 

Res.  11:  Affordability  in  Health  Care: 

FAILED 


Res.  12:  Protecting  the  Physician’s  Role  as 

Patient  Advocate:  PASSED 
Res.  13:  Linking  Employment  with  Health 

Care:  FAILED 

Res.  14:  Tax  Deductions  for  Those  Who  Pro- 

vide Indigent  Care:  REFERRED  TO 
THE  GOVERNING  COUNCIL 
FOR  FURTHER  STUDY. 

Res.  15:  Restraint  of  Trade:  PASSED 

A final  note. ..our  own  Dr.  James  Mock  has  been 
approached  to  run  for  a position  on  the  nation- 
al YPS  Governing  Council.  As  this  is  typically 
quite  competitive,  we  should  all  be  proud  and 
supportive  of  Jim  in  his  upcoming  campaign. 

It  has  been  a privilege  to  serve  as  your  repre- 
sentative to  the  National  Young  Physicians  Sec- 
tion. □ 


4 


THE  SOUTH  CAROLINA  CHILD  PROTECTION 
ADVISORY  COMMITTEE 


The  South  Carolina  Child  Protection  Advisory  Committee  (SCCPAC)  is  reaffirming  its  mission 
of  strengthening  the  systems  which  serve  children  and  families  through  the  sponsorship  of  a 
major  conference  for  human  service  professionals  and  volunteers.  This  multi-agency  training 
seminar  will  be  held  at  the  Sheraton  in  Columbia  on  February  27,  1997,  and  has  adopted  a theme 
of  “THROUGH  THE  EYES  OF  A CHILD.” 

The  Honorable  Judge  William  R.  Byars  will  deliver  the  keynote  address,  and  Dr.  Valora  Wash- 
ington, Program  Director  of  the  W.  K.  Kellogg  Foundation,  will  be  the  luncheon  speaker.  Break- 
out sessions  on  various  programs  and  critical  issues  affecting  children’s  services  will  be  conduct- 
ed throughout  the  day.  The  grand  finale  of  the  conference  will  be  a panel  of  foster  and  adoptive 
children.  Much  of  the  now  famous  artwork  that  the  children  created  several  years  ago  will  be  fea- 
tured at  the  conference.  An  overflow  crowd  of  400  is  anticipated,  and  the  South  Carolina  Medical 
Association  Alliance  will  be  the  primary  sponsor,  in  conjunction  with  South  Carolina  Families 
for  Kids  and  South  Carolina  Department  of  Social  Services. 

Please  consider  attending  or  helping  with  activities  that  day.  It  should  be  a memorable  experi- 
ence as  we  all  attempt  to  shift  our  thinking  and  feeling  “through  the  eyes  of  a child.”  For  more 
information,  call  Paddy  at  (803)  783-4696. 

Paddy  M.  Bell 
SCCPAC  Chairman 


January  1997 


37 


INFORMATION  FOR  AUTHORS 


The  mission  of  The  Journal  is  to  advance  the 
art  and  science  of  medicine;  to  promote  the 
ideals  of  the  South  Carolina  Medical  Associa- 
tion; to  encourage  scholarship  and  good  will 
among  South  Carolina  physicians;  and  to  dis- 
seminate information  specifically  applicable 
to  the  health  care  of  South  Carolinians.  We 
encourage  original  articles  and  letters  to  the 
editor  of  potential  benefit  and  interest  to  the 
members  of  the  South  Carolina  Medical 
Association. 

CORRESPONDENCE:  All  manuscripts  and 
correspondence  should  be  addressed  to  The 
Editor,  The  Journal  of  the  South  Carolina 
Medical  Association , PO  Box  11188, 
Columbia,  SC  29211. 

COPYRIGHT:  All  manuscripts  should  be 
accompanied  by  a transmittal  letter  to  the  edi- 
tor, which  should  contain  the  following  para- 
graph: 

“This  original  work  has  not  been  submitted 
or  published  elsewhere,  in  entirety  or  in  part. 
I (we)  hereby  transfer,  assign,  or  otherwise 
convey  all  copyright  ownership  to  the  South 
Carolina  Medical  Association  in  the  event 
that  this  work  is  published  by  the  SCMA.” 

We  request  authors  to  advise  the  editor  of 
any  prior  or  anticipated  duplication  of  their 
work  in  other  publications.  Submission  of 
material  as  a “companion  article”  to  material 
submitted  elsewhere  is  discouraged. 

PRIORITY  FOR  PUBLICATION:  The 

Journal  was  founded  in  1905  especially  as  a 
place  for  practicing  physicians  to  publish 
their  original  observations.  This  purpose  con- 
tinues to  receive  priority.  Growth  of  institu- 
tions, especially  of  medical  school  faculties, 
during  this  century  may  be,  at  least  in  part, 
responsible  for  a decreased  tendency  for  prac- 
ticing physicians  to  attempt  scholarly  work. 
Concerned  about  this  trend,  The  Journal 
encourages  practicing  physicians  to  report 
original  observations,  including  series  of 
cases  or  individual  case  reports. 

The  Journal  also  welcomes  timely  review 
articles  by  institution-based  physicians.  How- 
ever, it  is  the  philosophy  of  the  Editorial 


Board  that  state  medical  journals  do  not  rep- 
resent an  appropriate  forum  for  research  find- 
ings of  a specialized  nature.  Such  findings,  it 
is  felt,  belong  in  national  or  regional  specialty 
or  subspecialty  journals.  Articles  by  institu- 
tion-based physicians  should  serve  the  infor- 
mation needs  of  a general  physician  reader- 
ship.  Articles  dealing  with  social,  economic, 
and  ethical  issues  are  strongly  encouraged. 
Historical  or  philosophical  essays  are  also 
welcomed,  although  these  are  given  lower 
priority  compared  to  the  above  categories. 

On  account  of  both  space  limitations  and 
also  our  desire  to  encourage  scholarship  by  as 
many  South  Carolina  physicians  as  possible, 
it  is  our  policy  to  decline  publication  of  more 
than  two  (2)  manuscripts  by  one  author  or 
group  of  authors  within  any  calendar  year  or 
12-month  period. 

REVIEWING  AND  RESPONSIBILITY 
TO  READERSHIP:  We  will  make  every 
effort  to  review  manuscripts  promptly.  All 
manuscripts  will  be  reviewed  by  our  editorial 
office,  and  when  indicated  the  opinions  of 
outside  consultants  will  be  solicited. 

We  welcome  criticisms  of  journal  content 
by  members  of  the  South  Carolina  Medical 
Association. 

FINANCIAL  DISCLOSURE:  Upon  accep 
tance  of  manuscripts  for  publication,  we 
require  disclosure  of  financial  interest  in 
pharmaceutical  firms  or  other  business  enter- 
prises when  such  disclosure  seems  to  be 
appropriate  to  the  editor  or  to  members  of  the 
Editorial  Board. 


TYPES  OF  ARTICLES  ESPECIALLY 
WELCOMED  FOR  CONSIDERATION 

1.  Original  scientific  observations  (including 
case  reports)  made  by  practicing  physicians. 

2.  Concise,  timely  review  articles  (see  “Priority 
for  Publication”). 

3.  Articles  pertaining  to  current  social,  econom- 
ic, and/or  ethical  issues  affecting  the  practice 
of  medicine. 

4.  Information  uniquely  pertinent  to  the  health 
care  of  South  Carolinians. 
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REPRINTS:  These  will  be  made  available 
by  the  printer  at  established  rates,  at  the  time 
of  mailing  of  galley  proofs. 

LENGTH  OF  ARTICLES:  We  prefer  con- 
cise articles  of  approximately  2,500  words 
(approximately  eight  typewritten  pages,  dou- 
ble spaced),  with  no  more  than  10  references. 

We  regret  that  space  considerations  limit 
our  ability  to  publish  longer  articles,  and 
request  that  authors  adhere  to  the  above 
guidelines.  Similarly,  tables  and  illustrations 
(see  below),  should  be  kept  to  a minimum, 
and  be  specific  and  pertinent. 

Authors  desiring  to  make  additional  data  or 
additional  references  available  to  readers  are 
encouraged  to  do  so  by  adding  footnotes  to 
the  effect  that  “additional  references  (or 
tables  derived  from  this  data  base,  etc.)  are 
available  from  the  author(s)  upon  request.” 

MANUSCRIPTS:  If  available,  these  should 
be  furnished  on  a 3 1/2”  disk,  with  two  type- 
written hard  copies.  Otherwise,  they  should 
be  typewritten,  double-spaced,  and  on  one 
side  of  the  paper.  The  original  and  one  copy 
should  be  submitted.  The  title  page  should 
indicate  the  title,  author(s),  author’s  address, 
and  academic  appointments,  if  any.  We 
request  that  the  author’s  name  not  appear  on 
subsequent  pages,  to  permit  “blind”  review  of 
the  article,  when  desired.  Authors  should 
retain  one  copy  for  use  in  proofing.  Written 
correspondence  concerning  proposed  (poten- 
tial) manuscripts  is  welcomed. 

ILLUSTRATIONS:  These  should  be  sub- 
mitted as  glossy,  black  and  white  prints  no 
larger  than  a standard  page;  smaller  prints  are 
desired.  Ordinarily,  publication  of  four  small 
illustrations  or  tables,  or  the  equivalent,  will 
be  paid  for  by  The  Journal.  Any  number 
beyond  this  must  be  paid  for  by  the  author 
except  under  unusual  conditions.  Illustrations 
should  not  be  mounted,  stapled,  or  clipped. 
On  the  back  side  of  each  illustration,  the  arti- 
cle title,  figure  number,  and  top  of  figure  (but 
not  the  author)  should  be  noted  lightly  in  pen- 
cil. Legends  for  illustrations  should  be  typed 


on  a separate  sheet  of  paper. 

REFERENCES:  These  should  be  cited  con- 
secutively in  the  text,  in  superscript,  e.g., 
“Bottsford,  et  al.3 ...”  We  recommend  no  more 
than  10  references,  selected  from  more  recent 
publications  in  accessible  journals  in  most 
instances.  Standard  journal  abbreviations 
should  be  used,  with  the  style  for  journal  arti- 
cle being  as  follows: 

3.  Bottsford  JE,  Bearden  RC,  Bottsford  JG; 
A ten  year  community  hospital  experi- 
ence with  abdominal  aorta  aneurysms.  J 
SC  Med  Assoc  79:57-62,  1983. 

SYMPOSIUM  ISSUES:  We  welcome  pro- 
posals for  special  symposium  issues.  Guide- 
lines for  Guest  Editors  of  symposium  issues 
are  available  from  The  Journal  office. 

MATERIAL  FOR  COVER:  The  illustra- 
tions for  the  cover  of  The  Journal  are  selected 
by  the  Curator  of  the  Waring  Historical 
Library,  Charleston,  S.C.  The  Journal  wel- 
comes suggestions  and  illustrations  for  the 
cover.  Such  suggestions  should  be  sent  to  the 
editorial  office. 


ROE  FOUNDATION  AWARDS 

Through  a gift  by  the  Roe  Foundation,  a 
Thomas  A.  and  Shirley  W.  Roe  award  of  $3,000 
has  been  given  each  year  since  1985.  The  award 
is  given  on  alternate  years  to  a practicing  physi- 
cian or  to  an  institution-based  physician. 

All  manuscripts  submitted  by  South  Carolina 
physicians  will  be  considered  for  the  award. 
Thus,  manuscripts  should  not  be  submitted 
specifically  for  this  award;  rather  they  should 
adhere  to  our  priorities  for  publication.  On  alter- 
nate years,  all  articles  published  during  the  previ- 
ous two  years  by  either  practicing  physicians  or 
by  institution-based  physicians  are  reviewed  and 
judged  by  our  Editorial  Board.  The  board  may 
consult,  when  appropriate,  with  outside  referees 
prior  to  rendering  its  decision. 

Presentation  of  the  award  is  made  before  the 
House  of  Delegates  at  the  annual  meeting  of  the 
South  Carolina  Medical  Association. 
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ENDOCRINOLOGY,  FAMILY  PRAC- 
TICE, INFECTIOUS  DISEASE:  Practice 
opportunities  in  Orangeburg  County  for  expe- 
rienced practitioners  and  graduating  resi- 
dents/fellows. Practice  initiation  assistance 
and  relocation  allowance  are  available.  Locat- 
ed at  the  junction  of  1-26  and  1-95,  35  minutes 
to  Columbia  and  65  minutes  to  Charleston. 
Achieve  financial  success  in  a non-competi- 
tive environment  while  enjoying  a superior 
quality  of  life.  Contact  Dr.  Chermol,  The 
Regional  Medical  Center,  at  (800)  866-6045. 

FAMILY  PRACTICE/PRIMARY  CARE: 

Practice  opportunities  in  South  Carolina  for 
experienced  practitioners  on  a full-time  or 
part-time  basis.  If  you  are  looking  for  a little 
extra  “butter  and  egg”  money,  we  have  short- 
term placement.  When  you  are  considering 
making  a change  in  your  job  status,  we  would 
be  honored  to  discreetly  represent  you.  Jennie 
Ware  Family  Medical  Services,  Inc.,  provides 
the  highest  quality  provisional  contract  medi- 
cal services  to:  family  practices, 

clinics/urgent  care  centers,  hospital  systems, 
nursing  homes  and  assisted  living  centers, 
multidisciplinary  groups  or  networks.  We  are 
located  in  Greenville,  SC.  For  more  informa- 
tion, call  toll-free  (888)  593-6737  or  visit  our 
web  site  http :\\www.j ennieware.com. 


WANTED:  PRIMARY  CARE  PRAC- 
TICES: UCI  MEDICAL  AFFILIATES, 
INC.,  - DOCTOR’S  CARE,  PA  is  currently 
expanding  in  South  Carolina!  Seeking  Prima- 
ry Care  medical  practices  for  merger/acquisi- 
tion. Would  also  consider  specialty  practices. 
Please  direct  CVs,  correspondence  to  UCI 
Medical  Affiliates,  Inc.  (dba  Doctor’s  Care, 
PA),  1901  Main  Street,  Suite  1200,  Mail  Code 
1105,  Columbia,  SC  29201,  Attn:  Practice 
Acquisitions. 

GROUP  OF  RESIDENCY-TRAINED 
EMERGENCY  PHYSICIANS:  Need  board 
certified  EM  independent  contractor  to  fill  5- 
7,  eight  hour  shifts  per  month.  120  bed  hospi- 
tal in  rural  upstate  South  Carolina.  Fax  CV  to 
1-864-888-1403. 

PHYSICIAN  NEEDED:  Work  in  a relaxed, 
professional  environment  with  one  of  Ameri- 
ca’s fastest  growing  Men’s  Diagnostic  Cen- 
ters opening  in  Greenville.  Work  a five-day 
work  week,  no  weekends,  no  call.  All  outpa- 
tient. Competitive  compensation  with  excel- 
lent benefits  and  stock  options.  For  addition- 
al information,  call  Martin  Osinski  with 
American  Medical  Consultants  at  1-800-367- 
3218  or  fax  currivulum  vitae  to  (305)  271- 
8684. 


INDEX  TO  ADVERTISERS 


Companion  Technologies 1 

CompuSystems,  Inc Cover  4 

Fox  Meadows  Cover  2 

United  States  Air  Force  2 

United  States  Air  Force  Reserve  12 
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Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


HOW  MUCH  SHOULD  YOU  BE  SAVING? 


Financial  planners  feel  post-retirement  income  should  be  75%  to  80% 
of  your  pre-retirement  income. 

MONTHLY  SAVINGS  REQUIRED  TO 
PRODUCE  $1,000  OF  MONTHLY  INCOME 


YEARS  TO  RETIREMENT 


WORK  IT  OUT  FOR  YOURSELF 


A 


B 


C 


D 


Monthly  Income  you  want  to  receive  when  you  retire? 


Years  to  retirement 


From  the  graph  on  the  previous  page,  enter  monthly 
savings  required  to  produce  $1,000  per  month  of 
retirement  income 


Multiply  A x C to  get  required  monthly  savings 


If  you  think  it's  too  difficult  to  start  saving  for  retirement  now,  redo 
the  calculations  for  5 years  from  now. 

Now  is  the  time  to  begin! 

Now  is  the  time  to  commit  yourself  to  action! 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice. 

Only  your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  o/  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 
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You  can  find 
B vitamin  in: 


Most  multivitamin  supplements 
(the  surest  way  to  get  enougl 

1H  Orange  juice,  green  leaf. 
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for  healthier  babies 
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March  of  Dimes 


© March  of  Dimes  Birth  Defects  Foundation,  1996 
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What  can  a map  tell  you  about  a computer  system? 


More  than  40%  of  all  South 
Carolina  physicians  in  private 
practice  use  CompuSystems’ 
Medical  Practice  Management 
System  to  work  more 
efficiently  and  profitably. 


Plenty  — if,  like  this  one,  it  shows 
how  many  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably 

For  example,  it  might  show  how  a 
16-year  commitment  to  'Working  for 
Physicians"  has  resulted  in  over  660 
installations  in  South  Carolina, 
representing  some  1,930  physicians  — 
over  40%  of  the  4,600  in  private  practice 
in  the  state! 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross /Blue  Shield  (with  no 


per-claim  charges)  are  improving 
physicians'  revenue. 

It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive  — how  telephone 
support  staff,  software  and  hardware 
engineers,  techrdcians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry 

It  might  demonstrate  how  technical 
expertise  brings  a host  of  innovations, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  in  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems  only 
in  the  Southeast,  a computer  company 


can  keep  customers  up  to  date  on  the 
latest  insurance  filing  requirements. 

It  could  emphasize  the  flexibility  of 
multi-user,  multi-tasking  software  that 
runs  on  the  most  popular  operating 
system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a computer  vendor  with  a 
vision  for  the  future  and  the  expertise  to 
make  that  vision  work  for  you. 


€®inniip)^Systems 

inc. 

Carolina  Research  Park  • One  Science  Court 
Columbia,  SC  29203-9356 

800-800-6472  • 803-735-7700 
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She  isn’t  sure  if 
she  needs  a 


PAID  IV  Plus 


IS: 
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No  one  mentioned  a preauthorization.  Is  that 
something  you  can  give  her?  By  the  way,  what 
is  a preauthorization? 


Mix-ups  like  this  throw  your  practice's  schedule 
off  and  frustrate  patients.  So  head  off  problems, 
and  run  your  office  smoothly  with  PAID  IV  Plus. 

PAID  IV  Plus.  Companion  Technologies'  private 
label  version  of  The  Medical  Manager,  is  the 
complete  practice  management  software  system 
that's  easy  to  use.  With  just  a few  simple  keystrokes, 
you'll  master  managed  care  functions,  including:  " 

Quickly  checking  for  treatment 
preauthorizations  and  patient  eligibility 

Maintaining  insurance  policy  limits 

Handling  multiple  insurance  providers 
for  a single  patient 

Producing  numerous  practice  reports 
and  analyses 

Knowing  which  services  are  not  covered 

PAID  IV  Plus  actually  makes  ‘‘managed  care" 
manageable.  And  your  life  a lot  less  complex. 

Learn  what  else  PAID  IV  Plus  can  do  for  you. 

Call  Companion  Technologies  for  information  or 
to  schedule  a system  demonstration. 

1-800-382-PAID  (7243) 
or  fax  (803)  699-2384 

PAID  TV  Plus.  Because  patients  can’t  remember 
everything,  and  you  have  to. 


PAID  IV 

Plus 

Companion  Technologies 

Modern  technology  for  practice  management. 


GASTROENTEROLOGY 

UPDATE 

for  the 

Primary  Care  Physician 

April  11-13, 1997 

Candler  Hospital 
Continuing  Medical 
Education  Program 

Savannah,  GA. 

(912)  692-6110 

jXANDLER 

YOUR  HOSPITAL  FOR  LIFE 


hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

CALL  TODAY! 
(803)566-4910 

AIR  FORCE  RESERVE 


A GREAT  WAY  TO  SERVE 


25-701-0004 


The  United  States  Congress  is  back  in  session,  and  once  again  there  is  much  talk  about  reform- 
ing the  Medicare  program.  They  really  need  to  quit  talking  and  actually  do  something  this  time. 

At  the  current  level  of  funding,  the  Medicare  Trust  Fund  will  be  bankrupt  by  the  year  2001. 
When  Medicare  began  30  years  ago,  there  were  8.5  workers  carrying  each  beneficiary.  Today, 
there  are  four.  When  Medicare  began,  the  average  worker  retired  at  68  and  used  the  system  an 
average  of  three  to  five  years.  Today,  the  average  worker  retires  at  62.  The  fastest  growing  seg- 
ment of  our  population  is  the  group  over  age  85.  In  fact,  a woman  turning  50  this  year  in  our 
country,  who  has  never  had  breast  cancer  or  a myocardial  infarction,  has  an  average  life 
expectancy  of  92  years ! 

President  Clinton  has  announced  that  as  part  of  his  plan  to  balance  the  federal  budget,  he 
intends  to  cut  $30  billion  out  of  Medicare.  That  makes  no  sense.  Just  as  Band-Aid  solutions  to  fix 
Medicare — unworkable  price  controls  and  unbearable  tax  increases — make  no  sense. 

The  AMA  has  drafted  a plan  that  is  workable.  Under  the  slogan,  “Medicare:  Protect  It  For  Our 
Parents,  Save  It  For  Our  Kids,”  the  association  will  be  working  to  get  meaningful  reform  passed. 
The  first  phase  is  to  shift  Medicare  emphasis  away  from  government  control  towards  a system  of 
personal  control,  individual  choice,  and  an  invigorated  Medicare  marketplace  that  fosters  com- 
petitive pricing  for  covered  medical  services.  Beneficiaries  would  be  allowed  to  stay  in  the  cur- 
rent Medicare  system  or  choose  “Medichoice,”  similar  to  the  successful,  cost-effective  Federal 
Employee  Health  Benefits  Plan,  using  a defined  contribution.  The  value  of  this  subsidy  to  pur- 
chase private  health  insurance  would  be  equal  to  the  amount  that  would  be  spent  by  Medicare  on 
the  enrollee’s  behalf  if  the  person  remained  in  the  traditional  Medicare  program. 

The  AMA  proposal  would  modify  Medicare  benefits  to  encompass  the  Medigap  benefits  most 
beneficiaries  willingly  pay  for,  and,  at  the  same  time,  fold  all  current  cost-saving  requirements 
into  a single  modest  deductible.  The  plan  scraps  price  controls  for  Medicare  services  and  instead 
rewards  beneficiaries  for  choosing  personally  economical  health  services  and  rewards  providers 
for  offering  competitively  priced  services.  The  plan  includes  provisions  for  redesigning  graduate 
medical  education  funding  and  updating  Medicare’s  regulation  structure,  particularly  with  regard 
to  fraud  and  abuse  and  professional  liability. 

Some  essential  elements  of  the  plan  will  be  especially  difficult  to  get  passed.  The  AMA  sup- 
ports gradually  increasing  the  age  of  eligibility  for  Medicare,  as  well  as  Social  Security,  to  age 
67.  The  association  also  supports  reducing  the  subsidy  for  high-income  beneficiaries  using 
“income-related  premiums,”  a new  wording  for  the  objectionable  means  test. 

Part  of  the  Medicare  crisis  has  come  about  because  beneficiaries  have  been  insulated  from  the 
true  costs  of  health  care  by  third  party  payment  mechanisms.  Until  we  clearly  define  who  is  pay- 
ing for  what,  we  will  never  get  a handle  on  health  care  costs.  We  in  the  profession  must  educate 
our  public  on  the  reality  of  the  crisis.  We  must  deliver  medicine’s  message  to  our  representatives 
and  senators.  We  cannot  default  on  this  obligation  much  longer. 
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HIGHLIGHTS  OF  THE  JANUARY  11  BOARD  OF  TRUSTEES  MEETING 


Health  and  Human  Services  Practicing  Physician  Advi- 
sory Committee:  The  board  nominated  Dr.  Stephen  A. 
Imbeau  to  serve  on  the  AMA  Practicing  Physician  Advi- 
sory Committee.  Dr.  Walter  J.  Roberts  will  submit  a let- 
ter of  endorsement  for  Dr.  Imbeau. 

SC  Children's  Hospital  Cooperative  Advisory  Council: 
The  board  voted  to  endorse  the  following  recommen- 
dations of  the  SC  Children’s  Hospital  Cooperative  Advi- 
sory Council:  (1)  South  Carolina  should  seek  a federal 
waiver  to  provide  Medicaid  children  with  continuous 
Medicaid  coverage  for  a renewable  12-month  period,  (2) 


South  Carolina  should  seek  to  amend  the  federal  law  to 
provide  all  states  the  option  of  offering  Medicaid  cov- 
erage for  children  for  renewable  periods  decided  by  each 
state,  and  (3)  South  Carolina  should  raise  the  Medicaid 
eligibility  level  to  cover  ages  six  through  18  at  133  per- 
cent of  the  poverty  level. 

Product  Liability  and  Medical  Providers  Case:  The 
board  approved  filing  an  Amicus  brief  in  the  South  Car- 
olina Supreme  Court  in  opposition  to  the  products  liability 
and  medical  providers  case  decision.  □ 


MEDICARE  UPDATE 


Home  Health  Services:  Physicians  may  now  be  penal- 
ized for  signing  a plan  of  care  (HCFA  form  485)  for  a ben- 
eficiary if  they  know  that  the  beneficiary  does  not  meet 
the  requirements  for  the  Medicare  home  health  benefit. 
A penalty  of  $5,000  or  three  times  the  amount  of  pay- 
ments for  home  health  services  made  pursuant  to  the  sign- 
ing of  the  plan  of  care  can  be  assessed.  If  you  have  any 
questions,  please  contact  Ms.  Jennifer  Lombardo,  Home 
Health  and  Hospice  Medicare  Fraud  Information  Spe- 
cialist, (803)  788-0222,  extension  38181. 

Laboratory  Billing  Procedures:  Before  laboratories  may 
bill  Medicare  patients,  they  must  have  proof  that  the 
patient  has  been  told  that  the  services  to  be  rendered  are 
not  covered  by  Medicare.  An  Advanced  Beneficiary 
Notice  (ABN)  ensures  that  Medicare  beneficiaries  have 
the  information  to  make  an  informed  consumer  decision 
about  receiving  a service  that  is  not  covered  by  Medicare. 
HCFA  has  allowed  use  of  routine  ABNs  for  screening 


mammographies  and  PAP  smears. 

Medicare  allows  mammographies  once  every  two  years 
and  PAP  smears  once  every  three  years  for  Medicare 
patients  age  65  and  over.  For  information  about  cover- 
age for  other  age  groups  and  medical  situations,  please 
refer  to  page  28  of  the  December  1995  Medicare  Advi- 
sory and  page  58  of  the  January  1996  Medicare  Advisory. 

ABNs  should  state  the  name  of  the  appropriate  tests,  cor- 
responding Medicare  frequency  limits,  and  whether  the 
party  informing  the  patient  about  these  limitations  is  the 
physician  or  the  laboratory.  Please  refer  to  your  Febru- 
ary 1997  Medicare  Advisory  for  example  ABNs. 


(Continued  on  page  4) 


MEDICAID  UPDATE 


New  Assignments:  Darlynn  Thomas  has  been  promot- 
ed to  Bureau  Chief  of  Health  Services.  The  new  Division 
Director  for  Hospital  and  Physician  Services  is  Mary  Bar- 
nett. 

Second  Flu  Shots:  Parke  Davis  has  established  a toll  free 
number  for  physicians  who  are  giving  a second  flu  shot 
due  to  the  weakened  first  shot.  Physicians  are  instruct- 
ed to  contact  Parke  Davis  at  1-800-797-0705  for  billing 
instructions.  Parke  Davis  will  reimburse  physicians  to 
cover  the  cost  of  the  second  shot,  thus  eliminating  the 
need  for  any  payment  for  this  service  from  Medicaid. 

Forms  Request:  A recent  bulletin  concerning  Coinsur- 


ance & Deductible  claim  forms  (DHHS  Form  208)  noti- 
fied providers  that  they  could  contact  DHHS  Supply 
through  a toll  free  number  (800)  506-7254.  Physicians 
may  also  access  DHHS  Supply  by  fax  (803)  253-4027. 

Medicaid  Managed  Care  Program:  Medicaid  recipients 
have  the  choice  of  participating  in  an  HMO  in  selected 
counties.  Select  Health  doing  business  as  “First  Choice” 
is  operating  in  Florence  county  (as  of  February  1),  Rich- 
land and  Lexington  counties  (as  of  December  1, 1996). 

Teaching  Physician  Policy:  We  are  delaying  changes  to 
our  teaching  physician  policy  until  we  have  sufficient 
input  from  the  medical  community.  □ 


SCMA  LAUNCHES  SCMA  PRACTICE  MANAGEMENT  SERVICES,  INC. 

The  South  Carolina  Medical  Association  (SCMA)  announces  the  formation  of  a new  subsidiary,  SCMA  Practice 
Management  Services,  Inc.  (SCMA  PMSI). 

SCMA  PMSI  provides  an  array  of  competitively  priced  practice  management  services.  We  can  help  you  review  a 
managed  care  contract  or  prepare  you  for  an  HMO  on-site  visit,  assist  you  in  reviewing  merger/acquisition  possi- 
bilities, evaluate  an  employment  contract  or  help  you  assess  your  information  technology  options. 

Services  offered  by  SCMA  PMSI,  all  competitively  priced,  include: 

• Evaluation  of  managed  care  contracts 

• Group  formation  strategies 

• Analysis  of  merger/acquisition  options 

• Information  technology  issues 

• Review  of  employment  contracts  and  other  employment  matters 

• Operational  issues  (personnel,  financial,  management,  etc.) 

• Marketing 

• Assistance  in  dealing  with  third  parties  (HMOs,  regulatory  boards,  etc.) 

The  Board  of  Trustees  has  appointed  Drs.  Kenneth  L.  DeHart,  Leonard  W.  Douglas,  Jr.,  and  Stephen  A.  Imbeau  as 
directors  of  SCMA  PMSI.  Stephen  S.  Seeling,  J.  D.,  is  vice  president  of  the  corporation.  If  you  are  interested  in 
any  of  SCMA  PMSI’s  services,  or  just  wish  to  know  more  about  SCMA  PMSI,  call  Stephen  Seeling  at  (803  ) 798- 
6207,  ext.  260  or  1-800-327-1021  statewide  or  send  him  an  e-mail  message  to  stephen@scmanet.org. 
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LEGISLATIVE  ACTIVITIES 


The  1997  session  of  the  South  Carolina  General  Assembly  opened  Tuesday,  January  14th.  Since  this  is  the  first  year 
of  a two-year  session,  a large  number  of  bills  have  been  introduced  with  an  exceptionally  large  number  of  health- 
related  legislation  being  introduced. 

As  of  the  end  of  January,  action  has  been  taken  on  two  pieces  of  legislation  which  the  SCMA  is  actively  support- 
ing. The  “Patient’s  Choice”  bill  (Senate  Bill  10)  that  is  sponsored  by  Senator  Glenn  McConnell  has  been  passed  out 
of  the  Insurance  Subcommittee  of  the  Senate  Banking  and  Insurance  Committee.  The  bill  enacts  the  Patients’  Insur- 
ance and  Benefits  Protection  Act  which  establishes  dual  option  choice  of  open  or  closed  panel  health  plans,  bans 
gag  and  indemnification  clauses,  and  establishes  a patient’s  bill  of  rights.  The  full  Senate  Banking  and  Insurance 
Committee  heard  the  bill  on  Wednesday,  January  29,  1997. 

Another  bill  that  the  SCMA  is  involved  with  is  the  “Anti-Gag  Clause”  bill  (House  Bill  3039)  sponsored  by  Repre- 
sentative Harry  Cato,  Chairman  of  the  House  Labor,  Commerce,  and  Industry  Committee.  This  bill  requires  health 
benefits  plans  and  insurers  not  to  limit  the  contracted  provider’s  ability  to  discuss  with  an  enrollee  the  treatment  options 
available,  risks  associated  with  the  treatments,  utilization  management  decisions,  or  a recommended  course  of  treat- 
ment. The  Insurance  Subcommittee  of  the  House  Labor,  Commerce,  and  Industry  Committee  passed  the  bill  out  favor- 
ably. The  bill  was  heard  in  the  full  House  Labor,  Commerce,  and  Industry  Committee  on  Tuesday,  January  28, 1997. 


The  1 997  Provider  Manual  is  a full  revision  of  the  1 995 
fee  schedule.  New  maximum  allowable  payments 
(MAPs)  are  based  on  1996  CPT  coding  and  HCFA’s  1996 
relative  value  units.  All  narrative  sections  have  been  care- 
fully revised  for  improved  clarity  and  updated  to  reflect 
changes  in  policy,  including  the  July  1996  changes  in 
workers’  compensation  legislation  affecting  medical  ser- 
vices. The  manual  also  features  new  policy  for  billing  and 
paying  non-physician  practitioners.  Purchasers  of  the 
1997  Manual  will  automatically  receive  the  MAP  updates 
for  1997  CPT  codes  at  no  charge. 

The  1997  edition  features  individual  sections  for:  gen- 


eral policy,  evaluation  and  management  services,  anes- 
thesia, surgery,  radiology,  pathology  and  lab,  medicine, 
physical  medicine,  psychological  and  biofeedback  ser- 
vices, and  special  reports  and  services.  The  new  codes, 
policies,  and  maximum  allowable  payments  will  be  effec- 
tive January  1,  1997. 

Copies  are  available  for  $50.00  each  including  shipping 
and  handling.  Mail  your  check  payable  to  the  South  Car- 
olina Workers  Compensation  Commission  along  with 
your  name,  organization,  and  address  to:  Medical  Ser- 
vices Division,  SC  Workers'  Compensation  Commission, 
P.O.  Box  1715,  Columbia,  SC  292101-1715.  □ 


MARK  YOUR  CALENDARS  NOW! 

The  South  Carolina  Medical  Association’s  Annual  Meeting  and  Scientific  Assembly  is  sched- 
uled for  May  1-4,  1997,  at  the  Charleston  Place  Hotel,  Charleston,  South  Carolina. 
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MEDICARE  UPDATE  (Continued) 


Countdown  to  NPI:  National  Provider  Identifier  (NPI), 
a new  identification  system,  will  be  effective  December 
1 , 1997.  Currently,  there  is  no  universally  accepted  nation- 
al identification  and  enumeration  system  for  health  ser- 
vice providers.  Providers  must  use  multiple  identifiers 
for  programs  and  organizations.  The  National  Provider 
System  has  been  designed  to  enumerate  health  service 
providers  by  assigning  a NPI  to  each  individual  provider, 
group’s  practice,  and  organization  provider. 

The  NPI  is  an  eight-position  alphanumeric  identifier.  The 
National  Provider  System  will  assign  the  NPI  and  a two- 
position  alphanumeric  location  identifier  to  indicate  prac- 
tice location  of  the  provider.  Individual  and  group 
providers  will  receive  location  identifiers  for  their  office 
practice  locations,  but  they  will  not  receive  location  iden- 
tifiers for  the  hospitals  or  other  organization  providers 
where  they  practice.  These  organization  providers  will 
receive  their  own  NPIs.  The  NPIs  of  individual  providers 
who  are  members  of  a group  will  be  linked  to  the  NPI  of 
the  group. 

Each  organization  provider  in  a separate  location  will 
receive  a separate  NPI.  Each  member  of  an  organization 
chain  and  each  part  of  an  organization  provider  that  needs 


to  be  identified  will  receive  a separate  NPI.  The  Nation- 
al Provider  System  will  have  a query  facility  that  will  link 
organization  providers  that  have  a common  Employer 
Identification  Number.  Organization  providers  will  have 
only  one  active  location  identifier. 

More  detailed  infomiation  on  NPI  is  available  in  your 
February  1997  Medicare  Advisory.  Each  month  the 
Medicare  Advisory  will  print  “Countdown  to  NPI”  to 
keep  you  informed  about  NPI’s  progress. 

Evaluation  and  Management  Performed  b\  Anesthe- 
siologists: A physician  other  than  the  surgeon  may  bill 
and  receive  payment  for  a patient’s  pre-operative  clear- 
ance, including  anesthesiologists.  The  pre -operative  sur- 
gical clearance  is  a different  service  than  the  pre-oper- 
ative anesthesia  service.  Thus,  if  a suigeon  refers  a patient 
to  an  anesthesiologist  for  the  pre -operative  surgical  clear- 
ance, the  anesthesiologist  may  bill  the  appropriate  level 
E&M  procedure  code.  However,  the  pre-operative  anes- 
thesia services  are  included  in  the  global  payment  for 
anesthesia  and  the  anesthesiologist  may  not  bill  them  sep- 
arately. Documentation  in  the  medical  record  must  sup- 
port the  level  of  the  E&M  code  that  the  anesthesiologist 
bills  to  Medicare.  73 


PHYSICIANS  CARE  NETWORK 

Physicians  Care  Network  (PCN)  continues  to  grow.  PCN 
has  added  three  new  groups  effective  January  1,  1997. 
They  include  McLaughlin  Motors,  Inc.  in  Sumter;  Swis- 
stex,  Inc.  in  Greenville  and  Venture  Packaging,  Inc.  in 
Anderson.  Joining  PCN  effective  February  1, 1997,  were 
Pride  Mechanical  & Fabrication  Company,  Inc.  in 
Greenville  and  Ford  Redi-Mix  Concrete  Company  in 
Charleston.  With  the  addition  of  these  groups,  PCN  now 
has  37  contracted  groups  and  over  32,135  covered  lives. 

PCN  is  now  one  of  the  largest  PPO  networks  in  South 
Carolina.  PCN  participating  providers  include  7 1 hos- 
pitals, 250  ancillary  providers,  over  3,600  physicians  in 
South  Carolina,  and  over  300  physicians  in  Georgia. 

If  you  have  questions  or  would  like  to  become  a par- 
ticipating provider  with  PCN,  please  contact  Cindy 
Osborn,  Manager,  PCN  at  (803)  798-6207  or  1-800- 
327-1 021 , extension  257  statewide.  You  may  also  e-mail 
her  at  cindy@scmanet.org.  □ 


LABOR  LAW  WORKSHOP  (1/2  DAY) 


April  16, 1997,  Columbia 
Register  by  April  2, 1997 

Leon  Hamion,  Esq.,  of  Nexsen,  Pruett,  Jacobs  & Pol- 
lard will  review  the  laws  which  affect  your  employment 
and  personnel  practices,  including  many  recent  laws  and 
court  decisions  such  as  the  ADA  and  the  Civil  Rights 
Act  of  1991.  He  will  also  teach  participants  how  to  inter- 
view a job  candidate,  maintain  accurately  document- 
ed personnel  records,  and  write  legally  sound  policies 
and  procedures  manuals  and  job  descriptions. 

This  workshop  will  be  held  9:00  am.  - 12:00  p.m.,  with 
registration  beginning  at  8:30  am.  Tuition  is  $125  for 
SCMA  members  and  $175  for  non-  members.  After 
April  2, 1997 , add  $25  late  registration  fee  for  each  reg- 
istrant. □ 
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Obscure  gastrointestinal  bleeding  is  usually 
defined  as  blood  loss  from  the  gastrointestinal 
tract  in  patients  in  whom  standard  investiga- 
tions of  the  upper  and  lower  bowel  have 
failed  to  reveal  a cause.  This  situation  occurs 
in  up  to  10  percent  of  all  patients  presenting 
with  overt  bleeding,  approximately  half  of 
whom  will  have  recurrent  episodes  subse- 
quently. Although  small  in  numbers,  these 
patients  can  be  difficult  to  manage,  and  often 
consume  considerable  resources,  with  multi- 
ple admissions,  investigations,  and  transfu- 
sions. Iron  deficiency  anemia  and  occult  gas- 
trointestinal bleeding  remains  unexplained 
after  standard  investigations  of  the  upper  and 
lower  GI  tract  in  up  to  35-45  percent.  Similar 
comments  regarding  management  and 
resource  utilization  apply  to  patients  with 
unexplained  iron  deficiency  anemia  and 
occult  gastrointestinal  bleeding.14  We  will 
review  the  evidence  that  the  small  bowel  can 
be  a site  of  significant  blood  loss,  and  discuss 

*From  the  Division  of  Gastroenterology  and  Hepatology, 
Medical  University  of  South  Carolina,  Charleston,  SC. 

**Address  correspondence  to  Dr.  Portwood  at  the 
Division  of  Gastroenterology  and  Hepatology,  Room 
916  B,  Medical  University  of  South  Carolina, 
Charleston,  SC  29403. 


the  efficacy  of  current  diagnostic  methods, 
emphasizing  the  potential  role  of  small  bowel 
endoscopy  (enteroscopy). 

There  are  several  established  sources  of 
bleeding  from  the  small  bowel.  Angiodyspla- 
sia  accounts  for  the  majority  of  cases,  and  a 
higher  proportion  with  increased  age.5'7  Small 
bowel  tumors  are  thought  to  be  common  cul- 
prits in  younger  patients,  and  include  leiomy- 
oma, sarcoma,  lymphoma  and  adenocarcino- 
ma.8’9 There  is  also  increasing  recognition  of 
the  role  of  ulceration  due  to  nonsteroidal  anti- 
inflammatory drugs  (NS AIDS). 1013  Long  rec- 
ognized to  cause  antral  and  duodenal  ulcers, 
NSAIDS  are  now  incriminated  in  small 
bowel  and  even  colonic  ulceration. 

STANDARD  INVESTIGATIONS 

Patients  with  recurrent  obscure  gastrointesti- 
nal bleeding  (whether  overt  or  occult)  usually 
undergo  repeated  upper  endoscopies  and 
colonoscopies.  Other  available  investigations 
include  small  bowel  radiology  (enteroclysis), 
technetium-labeled  red  cell  studies,  angiogra- 
phy, and  laparotomy. 

The  diagnostic  approach  depends  upon 
the  urgency  of  the  situation.  Continuing  and 


February  1997 


51 


GASTROINTESTINAL  BLEEDING 


potentially  life-threatening  acute  bleeding  is 
best  investigated  by  angiography  when  endo- 
scopies are  negative.  This  may  show  lesions 
missed  by  endoscopy,  and  can  demonstrate 
bleeding  in  up  to  one  half  of  patients  with 
acute  bleeding  and  a small  bowel  site;  thera- 
py can  also  be  applied.  In  chronic  intermittent 
bleeding,  angiography  has  a lower  yield  of 
less  than  30  percent.1415  Laparotomy  should 
be  reserved  (where  possible)  for  patients  with 
life-threatening  hemorrhage  in  whom  a bleed- 
ing site  has  been  identified  preoperatively  (by 
angiography  or  red  cell  scan).  Even  when  a 
bleeding  site  has  been  identified  preopera- 
tively, laparotomy  may  be  negative  in  up  to 
one  third  of  patients,  and  rebleeding  is  not 
uncommon,  especially  in  patients  with 
angiodysplasia.36 

Investigation  can  be  undertaken  electively 
when  bleeding  is  less  severe.  Angiography 
and  laparotomy  both  have  low  yields  in 
patients  who  are  not  bleeding  actively  at  the 
time  of  examination.  Again,  angiography  has 
a yield  of  less  than  30  percent  in  chronic 
intermittent  bleeding.1415  Laparotomy  alone 
has  no  role  in  chronic  intermittent  bleeding. 

Enteroclysis  (small  bowel  contrast  study)  is 
used  frequently,  but  the  yields  are  very  low 
(less  than  10  percent  in  several  series).21618 
False  negative  rates  of  up  to  44  percent  have 
been  reported  in  patients  with  known  small 
bowel  tumors.8,9  We  conclude  that  entero- 
clysis has  very  little  application  in  this  con- 
text. Small  bowel  follow  through  examina- 
tions have  even  lower  diagnostic  yields  of 
approximately  five  percent  for  obscure  GI 
bleeding.17-19 

Technetium-labeled  red  cell  studies  were 
used  with  enthusiasm  initially  in  patients  with 
suspected  colonic  bleeding.20  However,  subse- 
quent clinical  experience  in  patients  with 
obscure  gastrointestinal  bleeding  has  been 
disappointing.  A recent  report  found  that 
scintigraphy  showed  a site  of  bleeding  in  only 
15  percent  of  patients;  even  then,  the  positive 
scans  did  not  always  predict  the  correct  site.21 
Delayed  scans  obtained  12-24  hours  after 
injection  may  also  yield  misleading  informa- 


tion by  identifying  areas  of  blood  pooling  but 
not  the  site  of  active  bleeding.  This  procedure 
has  no  defined  role  in  identifying  small  bowel 
lesions  in  patients  with  occult  blood  loss.22 

There  are  many  patients  with  recurrent 
bleeding  in  whom  enteroclysis,  tagged  red 
cell  studies,  angiography  and  surgery,  alone 
or  in  combination,  fail  to  provide  a precise 
diagnosis  or  therapeutic  response.  Small 
bowel  endoscopy  offers  a new  dimension. 

SMALL  BOWEL  ENDOSCOPY 
(ENTEROSCOPY) 

Until  recently,  endoscopic  examination  of  the 
small  bowel  was  hindered  by  multiple  loops 
of  the  jejunum  and  ileum.  Early  experience 
with  a colonoscope  passed  orally  was  encour- 
aging, but  limited  in  extent  to  the  proximal 
jejunum.  However,  despite  this  limitation  of 
length  of  small  bowel  examination,  signifi- 
cant diagnostic  yields  were  noted  and  suc- 
cessful therapeutic  intervention  was  achieved 
using  cautery  of  small  bowel  vascular 
lesions.23  These  positive  preliminary  results 
led  to  the  development  of  specialized  entero- 
scopes to  assess  the  small  bowel. 

Endoscopic  examination  of  the  small  bowel 
can  be  performed  by  three  methods:  -intra- 
operative endoscopy,  “push”  enteroscopy,  and 
“sonde”  enteroscopy. 

INTRA-OPERATIVE  ENDOSCOPY 

The  small  intestine  can  be  examined  during 
laparotomy  using  a long  flexible  endoscope 
passed  through  the  mouth  (or  anus),  with  the 
surgeon  guiding  its  passage  through  the  small 
intestine.  The  techniques  and  yields  of  this 
examination  have  been  well  described.24-25  In 
the  context  of  obscure  bleeding,  laparotomy 
should  not  be  undertaken  without  being  pre- 
pared to  perform  intraoperative  endoscopy. 
Various  diagnostic  yields  of  up  to  80  percent 
have  been  reported.16-24  30  This  approach 
requires  either  intra-abdominal  or  laparoscopic 
assisted  surgery.  There  are  also  reports  of 
intra-operative  enteroscopy  in  Crohn's  disease 
and  polypectomy  in  Peutz-Jeghers  syndrome.31 
Rebleeding  rates  vary  from  0-59  percent.24  30 
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PUSH  ENTEROSCOPY 

The  proximal  jejunum  can  be  examined  by 
passing  a long  endoscope  (e.g.  pediatric 
colonoscope)  through  the  mouth.  Longer 
“jejunoscopes”  are  now  available  (1.7-3  m 
long)  and  advanced  under  direct  visualiza- 
tion.32 Mucosal  views  are  excellent  with  this 
technique,  and  both  biopsy  and  therapeutic 
interventions  are  possible.  Unfortunately,  the 
depth  of  insertion  cannot  be  guaranteed,  and 
it  is  rarely  possible  to  penetrate  more  than  60 
cm  beyond  the  ligament  of  Trietz.  Further 
advance  is  usually  hindered  by  looping  in  the 
stomach.  Stiffening  overtubes  (and  inner 
wires)  have  been  used,31  33  36  but  patient  toler- 
ance is  poor,  and  complications  have  been 
described.37  Push  enteroscopy  has  diagnostic 
yields  of  30-50  percent  in  the  majority  of 
series.3843  In  a cumulative  total  of  over  700 
patients  reported  to  have  undergone  push 
enteroscopy,  the  median  was  a positive  site  in 
49  percent  of  patients.31  Angiodysplasia  was 
the  most  common  abnormality  detected. 
Our  recent  series  of  45  push  enteroscopies 
had  a 53  percent  small  bowel  diagnostic  yield 
and  an  overall  diagnostic  yield  of  64  per- 
cent.43 Angiodysplasias  and  NS  AID  enteropa- 
thy were  the  leading  diagnoses  made.  Both  in 
our  series  and  other  published  series,  the  find- 
ing of  lesions  located  within  the  reach  of  the 
standard  endoscope  was  striking  with  a range 
of  19-76  percent.31-43  The  value  of  push 
enteroscopy  with  the  facility  for  taking  biop- 
sies and  visualizing  deeper  portions  of  the 
small  intestine,  is  emphasized  in  several 
abstracts  of  studies  in  which  enteroscopy  was 
shown  to  be  superior  to  radiography  of  the 
small  bowel  when  small-bowel  disease  was 
suspected — e.g.  when  investigating  diarrhea 
or  in  suspected  absorption.31  The  impact  on 
anemia  and  transfusion  requirements  has  also 
been  positive.31-40-41-44 

SONDE  ENTEROSCOPY 

The  principle  of  Sonde  enteroscopy  is  quite 
different.  A long  (3  m)  thin  and  floppy  endo- 
scope is  passed  through  the  nose.  Once  the  tip 
enters  the  duodenum,  a balloon  is  inflated  to 


enhance  the  propulsive  effect  of  peristalsis.45 
Further  passage  is  noted  on  fluoroscopy  over 
a period  of  two  to  six  hours.  Examination  is 
performed  during  withdrawal  of  the  instru- 
ment. Although  almost  all  of  the  small  intes- 
tine can  be  examined  in  many  cases,  these 
instruments  do  not  have  tip  deflection  or  a 
therapeutic  channel.  The  mucosal  examina- 
tion may  be  incomplete  during  withdrawal 
due  to  the  lack  of  tip  deflection,  and  biopsy 
and  therapeutic  interventions  are  not  possible. 
Lewis  and  Way  reported  detecting  a small 
bowel  site  of  blood  loss  in  33  percent  of  60 
patients.45  Similar  diagnostic  yields  have  been 
reported  by  Barthel,  Gostout,  and  Morris.39-4647 

COMBINED  PUSH  AND  SONDE 
ENTEROSCOPY 

A combination  of  push  followed  by  Sonde 
enteroscopy  has  also  been  used  in  the  assess- 
ment of  obscure  gastrointestinal  bleeding. 
Lewis  and  Way42  in  482  patients  found  small 
bowel  lesions  in  42  percent  of  patients  exam- 
ined. The  addition  of  sonde  enteroscopy 
yielded  an  additional  28  percent  lesion  detec- 
tion. Eighty  percent  of  small  bowel  lesions 
were  angiodysplasias,  and  14  percent  of  small 
bowel  lesions  were  tumors.  A Brussels 
group48  found  that  the  number  of  small  bowel 
lesions  identified  in  patients  with  occult  gas- 
trointestinal bleeding  was  approximately 
equal  in  sonde  and  push  enteroscopy.  Conn,49 
however,  reported  an  additional  38  percent 
small  bowel  lesion  detection  using  sonde  in 
addition  to  push  enteroscopy. 

CASE  REPORTS 

Case  1.  An  81-year-old  Caucasian  male  with 
a past  history  of  renal  cell  carcinoma  (left 
nephrectomy  in  1990)  and  degenerative  joint 
disease  presented  in  March  1995  with  fatigue. 
Gastrointestinal  symptoms  review  was  unre- 
markable including  absence  of  melena,  hema- 
tochezia,  hematemesis,  abdominal  pain,  and 
weight  loss.  Risk  factors  for  gastrointestinal 
blood  loss  included  use  of  Goody’s  powders 
two  to  three  times  a day.  Initial  assessment 
was  notable  for  a benign  abdominal  exam, 
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heme  positive  stools,  and  anemia  with  a 
hematocrit  of  14.  Further  laboratory  evalua- 
tion revealed  a low  serum  ferritin,  but  normal 
levels  of  B12  and  folate.  He  was  started  on 
omeprazole  and  iron  supplementation; 
Goody’s  powders  were  discontinued.  Esopha- 
gogastroduodenoscopy  was  normal,  and  a 
colonoscopy  revealed  only  a few  scattered 
diverticula. 

The  patient  showed  only  slight  improve- 
ment of  his  anemia  over  the  ensuing  five 
months,  and  remained  hemoccult  positive.  A 
nuclear  red  blood  cell  scan  suggested  a small 
bowel  bleeding  source  in  the  left  upper  quad- 
rant. Enteroclysis  revealed  a short  asymmet- 
ric abnormality  in  a single  loop  of  jejunum  of 
uncertain  cause.  Push  enteroscopy  showed  a 
circumferential  narrowing  of  the  jejunal 
lumen  at  170  cm,  with  exophytic  tumor  and 
marked  ulceration.  Biopsies  were  consistent 
with  metastasis  from  renal  carcinoma.  Addi- 
tional imaging  of  the  chest  and  abdomen 
showed  no  evidence  of  other  metastases. 
Laparoscopic-assisted  jejunal  resection  of  the 
mass  was  performed;  pathology  confirmed  a 
3 cm  renal  cell  carcinoma,  with  clear  mar- 
gins. He  was  discharged  the  following  day 
and  has  had  no  further  bleeding  over  the  sub- 
sequent x months. 

Case  2.  A 52-year-old  Caucasian  male  with 
a history  of  glomerulonephritis  and  end  stage 
renal  disease  (hemodialysis  dependent  for 
seven  years),  and  hypertension,  was  referred 
in  August  1995  for  persistent  anemia  and 
occult  gastrointestinal  bleeding  refractory  to 
medical  therapy.  He  had  been  evaluated  four 
months  previously  with  esophagogastroduo- 
denoscopy  and  colonoscopy;  these  were 
notable  for  adenomatous  colonic  polyps,  and 
several  arteriovenous  malformations  in  the 
stomach  and  duodenum,  which  were  cauter- 
ized. He  was  treated  with  H2  antagonists, 
iron  supplements,  erythropoietin,  and  estro- 
gen therapy,  and  received  a total  of  four  units 
of  packed  red  blood  cells.  Anemia  persisted, 
with  a gradual  decline  in  hematocrit.  One 
month  prior  to  our  investigation,  upper 
endoscopy  revealed  further  gastric  arteriove- 


nous malformations  which  were  again  cauter- 
ized. 

Our  review  revealed  no  pain,  weight  loss  or 
overt  bleeding,  and  there  was  no  history  of 
aspirin  or  nonsteroidal  anti-inflammatory 
drug  use.  Physical  examination  was  negative 
apart  from  hemoccult  positive  stools.  Hemat- 
ocrit was  20  percent. 

Push  enteroscopy  showed  two  arteriove- 
nous malformations  in  the  duodenum,  and 
multiple  superficial  jejunal  ulcerations.  The 
malformations  were  cauterized  with  a heater 
probe.  Jejunal  biopsies  revealed  nonspecific 
jejunitis. 

Misoprostol  was  added  to  his  existing  med- 
ications. Follow-up  at  three  months  shows  a 
stable  hematocrit,  with  no  need  for  further 
transfusion. 

CONCLUSION 

Endoscopic  examination  of  the  upper  gas- 
trointestinal tract  and  colon  have  revolution- 
ized the  management  of  acute  gastrointestinal 
bleeding.  These  case  reports  illustrate  the 
potential  value  of  one  method  of  small  bowel 
endoscopy  (push  enteroscopy)  in  assessing 
refractory  anemia  and  occult  gastrointestinal 
bleeding.  The  precise  role  for  small  bowel 
endoscopy  (including  Sonde  and  intraopera- 
tive endoscopy)  requires  further  evaluation  in 
large  series.  Although  these  techniques  are 
apparently  expensive  and  somewhat  time- 
consuming,  it  is  clear  that  (when  applied 
appropriately)  they  can  positively  impact  on 
medical  care,  and  reduce  the  costs  induced  by 
recurrent  investigations  and  hospital  admis- 
sions. □ 
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Neural  tube  defects,  spina  bifida  and  anen- 
cephaly  are  the  second  most  prevalent  con- 
genital malformations  occurring  in  children 
bom  in  the  United  States  (U.  S.).1  Each  year 
approximately  4.000  pregnancies  are  affected 
in  the  U.  S.,  with  nearly  400.000  afflicted 
worldwide.2  The  Centers  for  Disease  Control 
and  Prevention  (CDC)  reports  that  over  2.500 
infants  are  actually  bom  with  these  common 
yet  serious  malformations.3  All  infants  bom 
with  anencephaly  die  shortly  after  birth  or  are 
aborted  early  in  pregnancy.  However,  more 
than  50  percent  of  those  babies  born  with 
spina  bifida  grow  into  adults  with  normal 
intelligence  yet  are  later  plagued  with  severe 
cases  of  paralysis,  bowel  incontinence,  blad- 
der dysfunction,  and  infections.34  Between 
October  1992  and  September  1994,  105  cases 
of  neural  tube  defects  were  reported  by  the 
CDC  from  the  state  of  South  Carolina.2 
Unfortunately,  this  represents  a rate  of  14.5 
cases  per  10.000  live  births  making  the  Pal- 
metto state  one  of  the  highest  in  the  nation  to 
exhibit  these  congenital  abnormalities.2 
Besides  the  agony  of  these  deformations,  the 
costs  to  both  the  family  and  society  can  be 
substantial.  Annual  medical  and  surgical 
treatments  for  all  persons  with  spina  bifida  in 
the  U.  S.  cost  S200  million,  while  the  estimat- 
ed lifetime  direct  and  indirect  costs  per  child 
with  typical  severe  disease  are  S250.000.2 
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Evidence  from  the  Medical  Research  Council 
trial5  and  the  Budapest  trial6  have  both  con- 
clusively shown  folic  acid  supplementation  in 
women  during  the  periconceptional  period  to 
reduce  the  risk  for  neural  tube  defects  sub- 
stantially. Nonetheless,  about  half  to  three 
quarters  of  cases  of  spina  bifida  and  anen- 
cephaly can  be  prevented  if  women  would 
only  supplement  their  diets  with  folic  acid 
containing  vitamins.2  In  order  to  correct  the 
problem,  a great  debate  within  the  medical 
community  arose  over  how  to  effectively  and 
efficiently  deliver  enough  folic  acid  to  the 
general  population.  Three  approaches  were 
proposed  by  the  Public  Health  Service:  eating 
a well  balanced  diet  high  in  folate  rich  foods, 
recommending  supplementation  with  folic 
acid  containing  vitamins,  and/or  fortifying 
certain  food  staples  with  folic  acid.2  On 
March  5.  1996.  the  Food  and  Drug  Adminis- 
tration (FDA)  mandated  that  all  cereal-grain 
products  be  fortified  with  140  meg  of  folic 
acid  per  100  g milled  flour  by  1998."  As  news 
of  this  ruling  swept  through  the  media,  many 
clinicians  began  to  wonder.  “What  are  the 
recommendations  for  folic  acid  supplementa- 
tion, and  will  supplementation  with  folate 
enriched  cereal  grain  foods  provide  enough 
folic  acid  to  prevent  neural  tube  defects?"  In 
this  article,  we  will  attempt  to  answer  these 
questions  as  well  as  provide  a rational 
approach  to  folic  acid  supplementation. 

WHAT  ARE  THE  LATEST  RECOM- 
MENDATIONS FOR  THE  SUPPLEMEN- 
TATION OF  FOLIC  ACID  IN  PREG- 
NANT WOMEN? 

In  1992,  the  Public  Health  Service  (PHS) 
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advocated  that  all  women  of  childbearing  age 
in  the  U.  S.,  who  are  capable  of  becoming 
pregnant,  should  consume  0.4  mg  of  folic 
acid  per  day.  Ideally,  supplementation  should 
begin  during  the  pericoceptional  period 
which  is  defined  as  at  least  one  month  before 
conception  through  early  pregnancy.  Howev- 
er, the  PHS  believes  it  to  be  prudent  for  all 
women  to  begin  supplementation  as  soon  as 
they  reach  menarche  and  continue  on  a regu- 
lar basis.3  This  call  for  primary  prevention 
stemmed  from  two  major  reasons.  First,  neu- 
ral tube  defects  occur  during  the  first  few 
months  after  conception,  before  most  women 
know  that  they  are  pregnant;  and  second,  over 
half  of  pregnancies  are  unplanned.3 

Furthermore,  the  PHS  recommends  that  the 
total  daily  folate  consumption  in  women 
should  not  exceed  1 .0  mg.  The  reason  for  this 
current  ceiling  is  concern  that  higher  doses  of 
folic  acid  may  correct  the  anemia  of  vitamin 
B12  deficiency  and  delay  its  diagnosis.3  If 
vitamin  B12  deficiency  is  not  detected  and 
treated,  irreversible  neurologic  damage  can 
occur.  Two  possible  problems  arise  with 
regards  to  folic  acid  and  vitamin  B12  defi- 
ciency. First,  many  critics  believe  that  folic 
acid  can  reduce  vitamin  B12  blood  levels.8 
However,  this  observation  is  based  primarily 
upon  data  from  uncontrolled  trials  and  case 
reports  in  which  patients  were  taking  high 
doses  of  folic  acid  (15  mg  per  day).914  Sec- 
ond, in  patients  with  vitamin  B12  deficiency, 
folic  acid  can  reverse  abnormalities  in  red 
blood  cells  and  reduce  the  usefulness  of  rou- 
tine complete  blood  cell  counts.  It  has  been 
postulated  that  reversal  of  hematologic 
anomalies  is  dependent  upon  the  dose  of  folic 
acid.8  At  lower  doses  of  0.3  to  1 mg  of  folic 
acid  per  day,  red  blood  cell  indices  are  normal 
in  up  to  50  percent  of  patients.8  However, 
these  values  may  be  reversed  at  doses  greater 
than  5 mg  per  day.8  Rather  than  deny  a 
women  folic  acid  based  upon  the  above  pos- 
sibilities, physicians  should  become  more 
aware  of  vitamin  B12  deficiency  in  their 
patient  population  and  utilize  more  reliable 
methods  for  screening  such  as  serum  cobal- 


amin,  homocysteine,  or  methylmalonic  acid. 

WHAT  ARE  THE  LATEST  RECOM- 
MENDATIONS FOR  SUPPLEMENTA- 
TION OF  FOLIC  ACID  IN  WOMEN 
WHO  HAVE  HAD  AN  INFANT  WITH 
SPINA  BIFIDA,  ANENCEPHALY,  OR 
ENCEPHALOCELE? 

The  occurrence  of  neural  tube  defects  varies 
according  to  race,  geographic  location,  genet- 
ic propensity,  and  socioeconomic  status.1  In 
general,  the  reoccurrence  rate  for  neural  tube 
defects  in  women  who  have  had  a previous 
pregnancy  resulting  in  a defect  is  about  two 
percent  but  may  be  as  high  as  four  to  five  per- 
cent in  high-risk  patient  populations,  such  as 
those  of  Sikhs,  Welsh,  Irish,  or  Northern  Chi- 
nese decent.15  The  CDC  recommends  that  all 
women  who  have  had  a pregnancy  resulting 
in  an  infant  or  fetus  with  a neural  tube  defect 
should  consume  4 mg  of  folic  acid  daily, 
starting  at  the  time  they  plan  to  become  preg- 
nant.16 Ideally,  supplementation  should  begin 
at  least  four  weeks  before  conception  and 
continue  through  the  first  three  weeks  of 
pregnancy.16  This  particular  recommendation, 
however,  has  led  to  much  confusion  among 
clinicians.  Why  use  four  milligrams  of  folic 
acid,  which  is  10  times  the  U.  S.  Recom- 
mended Daily  Allowance  (RDA)  for  pregnant 
women,  instead  of  the  0.4  mg  dose  advocated 
by  the  PHS?317  The  answer  lies  in  that  the 
CDC  based  their  recommendations  primarily 
upon  the  findings  from  the  Medical  Research 
Council  (MRC)  trial.5  The  MRC  trial  was  a 
large  international,  multicentered,  random- 
ized, double-blind  trial  consisting  of  33  medi- 
cal centers  across  the  United  Kingdom  and 
Hungary.  It  evaluated  the  efficacy  of  folic 
acid  versus  other  vitamins  in  1,195  women 
who  had  previously  had  a pregnancy  resulting 
in  a neural  tube  defect.  The  authors  conclud- 
ed that  women  receiving  folic  acid  exhibited 
a statistically  significant  72  percent  decrease 
in  risk  of  neural  tube  defect  reoccurrence 
when  compared  to  control.5  The  only  dose  of 
folic  acid  evaluated  by  the  MRC  was  4 mg 
per  day.  Therefore,  based  upon  these  and 
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other  findings,51819  the  CDC  advised  that  4 mg 
of  folic  acid  per  day  be  considered  as  an 
“interim  recommendation”  until  further 
research  could  be  conducted.16 

Nonetheless,  these  recommendations  are 
specifically  for  women  who  have  given  birth 
to  an  infant  or  fetus  with  a neural  tube  defect. 
These  women  should  be  advised  to  take  one 
prescription  prenatal  vitamin  (which  contains 
1 mg  of  folate  acid)  plus  three  1 mg  folic  acid 
tablets.  Taking  four  multivitamins  per  day 
increases  the  possibility  of  ingesting  vitamins 
(such  as  vitamin  A and  D)  which  can  be  ter- 
atogenic in  high  doses.  These  recommenda- 
tions are  not  for  women  who  have  never 
given  birth  to  an  infant  or  fetus  with  neural 
tube  defect,  who  are  relatives  of  women  who 
have  had  an  infant  or  fetus  with  neural  tube 
defect,  who  themselves  have  had  spina  bifida, 
or  who  are  currently  taking  valproic  acid, 
which  is  a known  case  of  spina  bifida.16 

ACCORDING  TO  THE  RECENT  RUL- 
ING BY  THE  FDA,  WILL  SUPPLEMEN- 
TATION WITH  FOLATE  ENRICHED 
CEREAL  GRAIN  FOODS  PROVIDE 
ENOUGH  FOLIC  ACID  TO  PREVENT 
NEURAL  TUBE  DEFECTS? 

The  answer  is  NO!  Fortifying  all  cereal 
grains  with  140  meg  of  folic  acid  per  100  g of 
grain  only  provides  an  additional  0.1  mg  of 
folic  acid  to  a women’s  diet,  which  falls  short 
of  the  PHS  guidelines  of  0.4  mg  of  folic  acid 


daily  necessary  to  prevent  neural  tube 
defects.7  Initially,  the  CDC  Working  Group 
on  Folic  Acid  recommended  to  the  FDA  that 
fortification  begin  at  350  meg  per  100  g of 
grain  which  would  add  0.25  mg  of  folic  acid 
to  the  diet.1  The  primary  reason  the  FDA  pro- 
posed fortification  at  the  lower  level  was  the 
concern  that  older  Americans  who  use  folic 
acid  supplements  might  be  harmed  by  con- 
suming too  much  folic  acid  through  cereal 
grain  staples.7  Table  1 lists  foods  rich  in 
folates  and  their  serving  sizes. 

IF  WOMEN  CAN’T  ACHIEVE  ENOUGH 
FOLIC  ACID  THROUGH  CEREAL 
GRAIN  PRODUCTS,  WHAT  PREPARA- 
TIONS SHOULD  I RECOMMEND? 

Folic  acid  may  be  obtained  either  as  an  over- 
the-counter  product  (OTC),  which  contains 
no  more  than  0.4-0. 8 mg  folic  acid,  or  as  a 
prescription  item,  which  contains  1 mg  of 
folic  acid.  Each  formulation  may  be  pur- 
chased either  as  a single  strength  folic  acid 
tablet  or  as  part  of  a multivitamin.  Since  the 
average  food  folate  consumption  of  women  in 
the  U.  S.  is  only  about  0.2  mg/day,  the  answer 
may  be  to  continue  primary  prophylaxis 
against  neural  tube  defects  with  a multivita- 
min that  has  at  least  0.4  mg  of  folic  acid, 
beginning  as  soon  as  a woman  is  capable  of 
becoming  pregnant.21  However,  caution  is 
warranted  in  exceeding  more  than  one  multi- 
vitamin a day  due  to  the  possibility  of  vitamin 


TABLE  1.  FOODS  HIGH  IN  FOLIC  ACID2" 

Food  Soui 

ce 

Fruits/ Juices 

Cereals 

Nuts 

Meats 

Vegetables 

Beans/Legumes 

Serving 

Sizes 

1 piece  of  fruit 
1 cud  of  iuice 

1 ounce 

1 ounce 

3-4  ounces 

Vi  cups 

1 cup 

Orange  Juice* 
Pineapple  Juice 
Strawberries 
Bananas 

Most* 

Product  19* 
Total* 

Instant  Oatmeal* 
Cream  of  Wheat* 

Sunflower  seeds 
Pistachios 
Cashews 
Almonds 
Roasted  Peanuts 

Liver* 

Whole  egg 
Canned  Salmon 

Spinach 

Broccoli* 

Brussels  Sprouts 

Asparagus 

Com 

Cabbage 

Beets 

Romaine  Lettuce 
Cauliflower 

Green  Peas 
Lentils* 

Blacked-eyed  Peas* 
Chick  Peas* 

Pinto  Beans* 

Baked  Beans* 
Kidney  Beans* 

* BEST  SOURCES:  Contains  100  micrograms  or  more  of  folate  per  serving 
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A and  D overdoses.  In  1987,  the  CDC  pub- 
lished recommendations  designed  to  reduce 
the  amount  of  vitamin  A consumption  by 
pregnant  women.  It  was  believed  that  expo- 
sure to  greater  than  8,000  International  Units 
(IU)  of  vitamin  A could  possibly  cause  ter- 
atogenity;  therefore,  the  CDC  advised  that 
vitamin  A content  in  all  prenatal  multivita- 
mins be  limited  to  5,000-8,000  IU  and  to 
10,000  IU  in  all  multivitamin  preparations. 
The  CDC  suggested  that  women  should  not 
consume  more  than  10,000  IU  without  first 
consulting  a physician.22  Recently,  Rothman 
and  colleagues  in  a nonrandomized,  prospec- 
tive study  sought  to  further  clarify  the  associ- 
ation between  vitamin  A intake  and  birth 
defects  in  22,748  pregnant  women.  They 
found  that  mothers  who  consumed  greater 
than  10,000  IU  of  vitamin  A per  day  through 
supplements  had  an  increased  risk  for  the 
development  of  birth  defects  in  their  infants 
(one  child  per  57  births).23  Therefore,  women 
should  abide  by  the  CDC’s  recommendations 
and  the  U.  S.  Recommended  Daily 
Allowance  (RDA)  for  vitamin  A in  pregnant 


women  and  consume  no  more  than  8,000- 
10,000  IU  of  vitamin  A per  day.17-22 

Clinicians  should  always  warn  their  patients 
to  look  at  the  label  on  their  OTC  multivitamin 
in  order  to  ensure  that  the  product  has  at  least 
0.4  mg  of  folic  acid.  Table  2 lists  a few  pre- 
scription and  OTC  multivitamins,  prenatal 
vitamins,  and  folic  acid  preparations  which 
contain  enough  folic  acid  that  could  be  rec- 
ommended for  patients. 

In  conclusion,  over  the  past  year,  much  has 
been  published  regarding  folic  acid  and  neu- 
ral tube  defects.  Issues  ranging  from  the  safe- 
ty of  folic  acid  supplements,8  to  the  escalated 
development  of  neural  tube  defects  in  obese 
pregnant  women  independent  of  folic  acid 
intake,24  and  finally  to  the  association  of  low 
serum  folate  and  an  elevated  risk  of  coronary 
heart  disease25  have  appeared  in  the  literature. 
Nonetheless,  clinicians  must  not  lose  sight 
that  data  from  large  randomized  trials  does 
support  the  safety  and  efficacy  of  using  daily 
folic  acid  (0.4-4  mg)  to  prevent  neural  tube 
defects.5,6  While  the  number  of  defects  have 
dropped  by  35-40  percent  over  the  past  three 


TA  BLE  2.  SUPPLEMENTS  CONTAINING  FOLIC  ACID 

Drug  Name 

Rx  or  OTC 

Folic  Acid  (mg) 

Vitamin  D (IU) 

Vitamin  A (IU) 

Price  ($)/#  tabsf 

Sturart  Natal  +® 

Rx 

1 

400 

4000 

24.72/  100 

Prenatal  1+ 1 ® 

Rx 

1 

400 

4000 

8.45  / 100 

Natalins  ® 

Rx 

1 

400 

4000 

21.44/100 

Prenate  90  ® 

Rx 

1 

400 

4000 

26.90/  100 

Maturna  ® 

Rx 

1 

400 

5000 

26.87/  100 

Folic  Acid 

Rx 

1 

0 

0 

3.00/100 

Folic  Acid 

OTC 

0.4 

0 

0 

2.10/100 

Folic  Acid 

OTC 

0.8 

0 

0 

2.40/100 

Prenavite  ® 

OTC 

0.8 

400 

4000 

6.22/100 

Prenatal-S  ® 

OTC 

0.8 

400 

4000 

5.85/100 

Natalins  ® 

OTC 

0.8 

400 

4000 

21.44/60 

Centrum  ® 

OTC 

0.4 

400 

5000 

6.43/100 

Thergran  M ® 

OTC 

0.4 

400 

6250 

7.20/150 

t Based  upon  Average  Wholesale  Price,  August  1996;  Rx  = Prescription  requried;  OTC  = over  the  counter,  IU  = International 

Units;  # = number  of  tablets  in  a bottle 
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years  (1.2  cases  per  1,000  pregnancies), 
South  Carolina  still  remains  one  of  the  high- 
est states  in  the  nation  to  exhibit  these  tragic 
deformaties.26  A recent  analysis  of  data  from 
the  Georgia  Women’s  Health  Survey  found 
that  only  20  percent  of  Georgian  women  aged 
15-44  years  consumed  a multivitamin  con- 
taining greater  than  0.4  mg  of  folic  acid  per 
day,  while  7 1 percent  did  not  even  know  that 
folic  acid  can  prevent  birth  defects.27  Nation- 
wide surveys  in  1986  and  1995  indicated  that 
only  20  percent  and  25  percent  of  U.  S. 
women  respectively  consumed  a multivitamin 
containing  greater  than  0.4  mg  of  folic  acid 
per  day.27  In  South  Carolina,  only  12  percent 
of  women  giving  birth  reported  consuming  a 
multivitamin  containing  greater  than  0.4  mg 
of  folic  acid  per  day  during  October  1992- 
September  1994.2  Therefore,  of  the  60  million 
reproductive  women  in  the  U.  S.,  only  75-88 
percent  are  receiving  enough  folic  acid  to 
meet  the  PHS  recommendations.27  More 
importantly,  clinicians  need  to  remember  that 
the  amount  of  folic  acid  used  to  enrich  cereal 
grain  flours  in  accordance  to  the  FDA’s  folic 
acid  fortification  ruling  is  too  low  to  fully 
prevent  neural  tube  defects  alone.  In  order  to 
prevent  these  malformations,  clinicians 
should  recommend  that  all  female  patients 
consume  one  OTC  multivitamin  (listed  in 
Table  2),  which  contains  a minimum  of  0.4 
mg  of  folic  acid,  daily  beginning  during  their 
teenage  years  once  they  have  reached  puber- 
ty. In  addition,  these  patients  may  also  sup- 
plement their  diet  with  enough  folate-rich 
foods  (listed  in  Table  1)  to  provide  about  1 
mg  of  folic  acid  per  day.  Once  a patient 
becomes  pregnant,  the  clinician  may  recom- 
mend that  she  consume  one  prescription  pre- 
natal vitamin  daily  instead  of  the  OTC  multi- 
vitamin. This  would  insure  that  she  receives 
at  least  1 mg  of  folic  per  day.  This  method  is 
a safe  and  cost-effective  manner  via  which 
women  can  achieve  the  recommended 
amount  of  folic  acid  necessary  to  prophylax 
against  neural  tube  defects.  Beginning  Jan- 
uary 1996,  the  Greenwood  Genetic  Center 
and  the  SC  Department  of  Disabilities  and 


Special  Needs  launched  a three-year  public 
awareness  campaign  to  encourage  women  to 
take  folic  acid  every  day  to  prevent  neural 
tube  defects.  Now  more  than  ever,  women 
within  the  Palmetto  state  need  to  make  folic 
acid  a habit.  For  additional  information  and 
questions  on  neural  tube  defects  and  folic 
acid,  the  Greenwood  Genetic  Center  has  set 
up  a toll-free  number  (1-800-676-6332)  for 
the  health  care  professionals  as  well  as  for  the 
general  public.  D 
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Child  advocates  and  health  planners  have 
expressed  concern  that  infants  and  children 
could  lose  much  as  the  Medicaid  program  is 
reformulated,  whether  through  block  grants 
or  waiver  initiatives.  Some  point  out  that  the 
effectiveness  of  Medicaid  as  a safety  net  for 
children  may  be  lost  with  the  demise  of  this 
program  as  an  entitlement  for  our  poorest  cit- 
izens.1 Restructuring  Medicaid  does  present 
risks  for  those  who  depend  on  the  Medicaid 
program,  yet  it  also  presents  the  opportunity 
for  states  to  correct  some  of  the  mistakes  of 
the  past.  As  Congress  considers  modifying 
the  federal  role  in  health  care  for  children  and 
giving  states  greater  control  and  responsibili- 
ty, it  behooves  policy  makers  to  review  past 
experience  as  they  realign  state  health  policy. 
This  paper  examines  some  of  the  critical 
issues  around  Medicaid  primary  care  and  pre- 
ventive health  expenditures,  and  offers  some 
suggestions  based  on  available  data  for  state 
policy  makers. 

MEDICAID  IN  SOUTH  CAROLINA 

Medicaid  is  a vital  part  of  the  social  service 
delivery  fabric  in  South  Carolina.  It  functions 
as  an  essential  part  of  the  safety  net  for  citi- 
zens across  age  and  ethnic  boundaries.  In 
addition  to  providing  care  for  the  elderly  in 
nursing  homes  and  supporting  the  social  ser- 
vice delivery  systems  of  many  South  Carolina 
agencies,  Medicaid  is  an  important  source  of 
medical  care  for  the  children  and  pregnant 
women  of  the  state.  Almost  20  percent  of 
South  Carolina’s  children  under  the  age  of  18 
are  enrolled  by  Medicaid.2  More  than  half  of 
these  children  live  in  a working  family. 
Twenty-two  thousand  three  hundred  thirty- 
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three  births  were  covered  by  Medicaid  in 
South  Carolina  in  1993  compared  to  only 
7,300  in  1985.  Although  children  are  over 
half  of  the  recipients  of  Medicaid  in  the  Unit- 
ed States,  they  use  less  than  25  percent  of 
Medicaid  funds.  This  low  figure  includes  the 
extensive  care  and  expense  required  for  chil- 
dren with  special  congenital  and  acquired 
long-term  health  problems. 

The  American  Academy  of  Pediatrics’  data 
indicate  that  Medicaid  eligibility  expansions 
in  South  Carolina  have  decreased  the  percent- 
age of  deliveries  considered  uncompensated 
from  9.9  percent  in  1986  to  4.5  percent  in 
1990.  Not  only  has  this  resulted  in  less  cost 
shifting  to  private  insurance  for  Medicaid 
patients  by  hospitals,  but  has  contributed  to 
the  drop  in  infant  mortality  from  14.7  to  10.4 
per  1000  live  births  between  1984  and  1992. 
These  significant  gains  under  Medicaid  have 
been  meaningful  to  many  of  our  citizens. 

MEDICAID  REIMBURSEMENT  RATES 
AND  PHYSICIAN  PARTICIPATION 

Several  individuals  have  previously  studied 
the  impact  of  Medicaid  reimbursement  rates 
on  physician  participation  in  the  program.  In 
an  analysis  of  Medicaid  pricing,  Held  found 
that  economic  incentives  affect  physician  par- 
ticipation in  a predictable  fashion.3  As  the 
fees  for  medical  services  rise  in  the  private 
sector,  physicians  are  less  willing  to  partici- 
pate in  Medicaid,  but  as  Medicaid  reimburse- 
ment rates  increase,  so  does  physician  partici- 
pation in  the  program. 

A closer  look  at  Held’s  California  data  indi- 
cates that  increases  in  Medicaid  reimburse- 
ment rates  lead  to  higher  percentages  of  Med- 
icaid patients  in  participating  physicians’ 
practices,  rather  than  an  increase  in  the  num- 
ber of  participating  providers.  In  other  words, 
the  provider  response  to  Medicaid  pricing 


February  1997 


63 


MEDICAID  AND 
PRIMARY  CARE 


policies  reflects  two  decisions.  The  first  is 
whether  to  enroll  as  a provider  for  Medicaid. 
The  second  is  whether  to  limit  Medicaid  to  a 
certain  percentage  of  patients  seen,  or  to  limit 
the  types  of  services  provided  to  program 
recipients.  Although  higher  Medicaid  fees 
lead  to  increased  provider  enrollment  and 
higher  rates  of  provision  of  services,  the  sec- 
ond decision  area  showed  the  greatest 
response. 

Held’s  analysis  also  indicates  a larger  effect 
of  pricing  policy  on  surgeons’  participation 
than  that  of  primary  care  doctors.  The  obser- 
vation that  surgical  specialties  are  more  likely 
to  respond  to  reimbursement  incentives  than 
primary  care  physicians  is  interesting.  Partial 
explanation  for  this  effect  may  lie  in  the  rela- 
tively lower  earnings  for  primary  care 
providers  compared  to  their  surgical  col- 
leagues. Those  individuals  who  are  most  sus- 
ceptible to  financial  incentives  may  have  cho- 
sen to  follow  the  more  lucrative  surgical 
career  path,  and  may  continue  to  be  more 
receptive  to  economic  pressures. 

A positive  relationship  between  provider 
participation  in  Medicaid  and  reimbursement 
levels  was  also  found  by  Perloff.4  He  subject- 
ed data  collected  by  the  American  Academy 
of  Pediatrics  in  1978  and  1983  to  a cross  sec- 
tional analysis.  Data  on  individual  state  polit- 
ical and  economic  conditions  was  derived 
from  secondary  sources.  Changes  in  the  cost 
of  practice,  economic  conditions,  the  demand 
for  Medicaid  services,  and  the  policies  of 
state  Medicaid  programs  all  affected  provider 
participation.  Relatively  high  Medicaid  reim- 
bursement levels  were  associated  with 
increased  physician  participation.  Simplified 
administrative  procedures,  increased  eligibili- 
ty, and  increased  service  coverage  also  related 
positively  to  professional  participation. 

Interestingly,  the  greater  the  physician  sup- 
ply in  a given  service  area,  the  less  providers 
participated  in  the  Medicaid  program.  Perloff 
suggested  that  the  increasing  supply  of 
providers  may  result  in  specialization  in 
either  the  private  or  public  market.  This  find- 
ing could  also  indicate  a movement  toward  a 


two  tiered  delivery  system  in  markets  with 
large  physician  supply. 

Margolis  substantiated  Perloff’s  findings.5 
Pediatricians  who  received  a higher  percent- 
age of  their  normal  fee  were  more  likely  to 
participate  in  the  Medicaid  program  and  not 
to  limit  Medicaid  patient  access.  This  rela- 
tionship weakened  substantially,  however, 
when  controls  were  added  for  community 
size,  and  pediatricians’  attitude  towards  Med- 
icaid patients,  perception  of  ability  to  take 
care  of  additional  patients,  and  perception  of 
availability  of  other  resources  for  Medicaid 
patients.  At  similar  reimbursement  rates,  rural 
practitioners  were  six  times  more  likely  to 
participate  in  the  program  than  those  in  an 
urban  environment.  Lack  of  knowledge  about 
Medicaid  reimbursement  procedures  was  also 
inversely  correlated  with  physician  participa- 
tion. 

Margolis’  observation  that  rural  physicians 
accept  Medicaid  much  more  readily  than  their 
urban  counterparts  deserves  further  attention. 
This  difference  may  reflect  the  lack  of  other 
options  for  care  for  rural  patients,  such  as 
large  public  hospitals  or  university  outpa- 
tients services.  Another  possibility  may  be 
that  physicians  who  choose  rural  locations  are 
more  interested  in  a community  approach  to 
their  practice.  Not  necessarily  inconsistent, 
however,  rural  physicians  report  dissatisfac- 
tion with  lower  incomes.6  A 1988  survey 
indicated  general  satisfaction  among  rural 
physicians  but  also  suggested  the  need  for 
financial  and  educational  incentives  to  recruit 
and  retain  practitioners  in  rural  areas. 

In  his  commentary  on  the  Medicaid  entitle- 
ment, Flint  made  further  observations  about 
the  influence  of  Medicaid  pricing  on  physi- 
cian involvement.7  The  Omnibus  Reconcilia- 
tion Act  of  1989  required  Medicaid  programs 
to  reimburse  physicians  at  levels  adequate  to 
insure  provider  participation.  Child  advocacy 
organizations  and  pediatricians  initiated  legal 
action  in  Arkansas,  New  Jersey,  Illinois, 
North  Carolina  and  Pennsylvania  to  force 
state  programs  to  respond  to  this  component 
of  the  law.  In  a few  states,  these  suits  were 
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settled  favorably  without  trial  as  states  recog- 
nized that  they  must  by  federal  law  conform. 
A recent  American  Academy  of  Pediatrics 
report8  indicated  an  increase  in  pediatrician 
participation  in  the  Medicaid  program.  This  is 
the  first  increase  since  the  late  1970s.  Flint 
postulated  that  this  increase  in  provider  par- 
ticipation resulted  at  least  in  part  from  recent 
federal  legislative  pressure  in  some  states  on 
provider  reimbursement  rates. 

Comparison  of  Medicaid  reimbursement 
rates  indicated  that  one-fourth  of  states  had 
not  appreciably  updated  their  fees  since  1985 
or  before.9  In  South  Carolina,  there  has  still 
been  no  significant  update  in  fees  for  primary 
care  services  (other  than  possibly  in  a few 
pilot  sites)  as  of  October  1996,  with  the  result 
that  Medicaid  reimbursements  have  fallen 
seriously  below  private  payment  levels.  Yud- 
kowsky  concluded  that  Medicaid  reimburse- 
ment rates  must  rise  to  within  11  to  16  per- 
cent of  private  sector  levels  if  public  policy 
makers  desire  a high  level  of  willingness  for 
pediatricians  to  care  for  Medicaid  patients.10 
According  to  a recent  report  of  the  Physician 
Payment  Review  Commission,  however, 
Medicaid  fees  for  primary  care  services  are 
less  than  75  percent  of  those  paid  by  Medi- 
care and  less  than  50  percent  paid  by  private 
insurance  sources. 

MEDICAID  PRIMARY  CARE  REIM- 
BURSEMENT RATE  AND  STATE  PRO- 
GRAM EXPENSE 

From  a moral  standpoint,  the  issue  of  increas- 
ing physician  acceptance  of  Medicaid 
patients  as  a means  of  promoting  access 
makes  sense.  There  is  also  increasing  infor- 
mation that  indicates  more  generous  fees  for 
the  primary  care  sector  save  state  Medicaid 
programs  money  in  their  health  program 
spending.  Cohen  presented  a compelling 
argument  that  low  primary  care  reimburse- 
ment fee  levels  influence  the  site  of  care 
delivery  to  Medicaid  recipients  in  a way  that 
increases  total  program  cost."  He  reviewed 
data  from  the  1987  National  Medical  Expen- 
diture Survey  (NMES).  Cohen  noted,  as  oth- 


ers have  done,  that  payment  levels  are  a 
major  determinant  in  the  participation  of 
office-based  physicians  in  the  Medicaid  pro- 
gram. Lack  of  access  to  office-based  care, 
however,  appears  to  have  little  influence  on 
the  decision  of  the  Medicaid  family  to  seek 
health  care  services.  Clients  of  Medicaid  with 
little  or  no  access  to  office-based  care  use 
hospital  services  or  other  more  expensive 
sites  for  their  care  delivery.  The  association 
between  the  relative  generosity  of  primary 
care  Medicaid  reimbursement  and  the  site  of 
care  for  Medicaid  recipients  at  a lower  cost 
site  was  very  strong.  Those  states  with  higher 
reimbursement  levels  were  much  more  likely 
to  have  participants  utilize  lower-cost  office- 
based  services.  The  difference  in  cost  was 
substantial,  with  children  who  receive  their 
care  at  physicians’  offices  on  a routine  basis 
having  33  percent  lower  total  program 
expense  compare  to  those  who  use  a hospital 
emergency  room,  outpatient  department,  or 
clinic. 

Further  analysis  of  Cohen’s  data  has  an 
important  implication  for  the  Medicaid  pro- 
gram. Mandated  eligibility  expansions 
appeared  to  have  little  effect  on  the  intended 
goal  of  increasing  the  utilization  of  primary 
care  and  preventive  services  if  reimbursement 
levels  are  kept  low. 

Bailey  and  his  colleagues  at  the  Budget  and 
Control  Board  in  South  Carolina  have  ana- 
lyzed data  confirming  the  relationship 
between  access  to  cost  efficient  ambulatory 
care  services  and  state  Medicaid  expense.12 
Bailey  examined  hospitalization  data  for 
common  illnesses  that  could  have  been  poten- 
tially prevented  or  treated  on  an  outpatient 
basis  if  seen  early  in  their  course.  Comparing 
hospitalization  rates  for  children  with  high 
access  to  ambulatory  care  with  those  with 
low  access,  he  noted  that  the  ease  of  accessi- 
bility of  the  patient  to  care  was  related  to  how 
often  hospitalization  occurred.  Children  with 
poor  access  to  outpatient  services  were  more 
likely  to  be  placed  in  the  hospital.  The  differ- 
ence in  the  rates  of  inpatient  care  between 
high  access  and  low  access  was  substantial. 
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Bailey  calculated  that  the  state  Medicaid  pro- 
gram in  South  Carolina  loses  26.6  million 
dollars  a year  in  preventable  hospitalization 
expenses  because  of  a lack  of  Medicaid 
patient  access  to  preventive  and  primary  care 
services. 

Lack  of  access  to  office-based  ambulatory 
care  has  other  implications  for  Medicaid  pro- 
grams. Lack  of  access  to  physicians’  offices 
interferes  with  the  ability  to  utilize  preventive 
services,  the  patient’s  ability  to  obtain  conti- 
nuity of  care,  and  perhaps  the  ultimate  health 
of  the  individual.  Cohen  in  his  review  sug- 
gests that  his  data  described  previously  sup- 
ports the  development  of  managed  care  pro- 
grams. Managed  care  mandates  the  utilization 
of  lower  cost  providers  in  an  office-based 
system,  and  would  theoretically  lead  to  lower 
total  expenditures,  and  better  continuous  care. 

POLICY  IMPLICATIONS 

The  research  described  in  this  paper  indicates 
that  Medicaid  programs  for  a variety  of  rea- 
sons need  to  focus  financial  resources  on  pri- 
mary and  preventive  care  services  for  chil- 
dren. More  generous  reimbursement  rates  do 
result  in  increased  primary  care  office  based 
access.  In  her  review,  Yudkowsky  confirmed 
that  Medicaid  program  primary  care  pay- 
ments need  to  be  at  least  84  to  89  percent  of 
private  sector  rates  to  achieve  similar  access 
for  Medicaid  clients. 

Generous  reimbursement  rates  also  make 
sense  for  state  budget  planners.  Bailey  and 
Cohen’s  compelling  arguments  that  adequate 
primary  care  reimbursements  save  state  gov- 
ernment money  are  critical  for  Medicaid 
planners  as  they  develop  new  systems  of  care 
under  block  grant  legislation.  In  South  Car- 
olina as  other  states,  however,  there  has  been 
no  substantial  increase  in  primary  care  reim- 
bursement rates  in  almost  a decade.  When 
adjusted  for  inflation,  providers  receive  sub- 
stantially less  reimbursement  than  in  years 
past,  creating  the  potential  for  a crisis  in 
access  to  ambulatory  care  services  and 
increased  expenditure  for  government.  Gov- 
ernor Beasley  in  his  1996  Health  and  Human 


Services  Plan,  noted  that  in  the  past  decade 
Medicaid  program  costs  have  increased  by 
508  percent.  Static  reimbursement  levels  for 
preventive  and  primary  care  services  over  this 
same  time  period  may  be  a factor  in  the 
explosive  growth  of  Medicaid  program  costs. 

Other  incentives  that  encourage  access  to 
care  for  recipients  at  lower  cost  levels  should 
be  examined.  Such  incentives  may  include 
physician  education,  maldistribution  of 
providers  and  managed  care  programs.  Mald- 
istribution of  providers  may  need  to  be 
addressed  by  continuing  policies  that  provide 
a preferential  reimbursement  for  physicians 
in  shortage  areas  or  for  providers  who  see 
substantial  numbers  of  Medicaid  patients. 
Cost  pressures  will  be  substantial  among 
planners  for  Medicaid  programs.  Flint  argued 
that  reducing  the  need  for  Medicaid  by 
requiring  insurance  companies  to  pay  for  pre- 
existing conditions  and  allowing  portability 
of  policies  may  be  an  important  strategy  for 
public  program  cost  containment.  Expansion 
of  Medicaid  eligibility,  however,  will  have  lit- 
tle effect  on  access  for  patients  if  reimburse- 
ment levels  are  not  adequate. 

Children  with  special  needs  who  need 
extensive  access  to  care  will  require  unique 
consideration  in  the  development  of  a Medi- 
caid program  that  meets  their  needs.  They 
will  continue  to  be  a significant  portion  of 
Medicaid  child  health  expense. 

Governor  Beasley’s  1996  Health  and 
Human  Services  program  states  “In  order  to 
have  real  impact  on  the  rapidly  escalating 
demand  for  health  and  human  services  fund- 
ing, major  reforms  in  the  existing  system 
need  to  be  pursued.  While  the  state  cannot 
abandon  its  commitments  to  provide  treat- 
ment for  crises,  South  Carolina  must  place 
greater  emphasis  on  preventive  services, 
which  result  in  improvement  of  the  quality  of 
life  and  maximum  independence  of  individu- 
als and  families.”  Medicaid  block  grants  or 
waivers  may  give  states  the  ability  to  provide 
better  service  at  less  cost  to  recipients  if  pro- 
grams are  based  on  the  lessons  learned  by 
past  experience.  An  emphasis  on  the  primary 
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and  preventive  care  component  of  this  health 
care  program  is  imperative  if  the  Medicaid 
program  is  to  be  successful  in  meeting  the 
needs  of  children  within  the  constraint  of 
state  budgetary  limitations.  □ 
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SOUTH  CAROLINIAN,  INTERNATIONALLY 
RESPECTED  PATHOLOGIST 

ALEXANDER  G.  DONALD,  M.  D.* 


Dr.  Symmers  grew  up  in  Columbia  during  the 
war  between  the  States  and  reconstruction, 
attended  the  University  of  South  Carolina, 
received  his  medical  education  in  Scotland, 
developed  an  antiserum  for  the  cattle  plaque 
in  Egypt,  described  pipe  stem  hepatic  fibrosis 
in  schistosomiasis,  and  was  an  academic 
leader  at  Queens  College,  Belfast,  Ireland,  for 
24  years.  He  was  essentially  a citizen  of  the 
world — observing,  experiencing,  understand- 
ing and  teaching  throughout  an  adventure- 
some lifetime. 

William  St.  Clair  Symmers1  was  born  on 
January  4,  1863,  at  53  East  Lady  Street  (later 
changed  to  1328  Lady  Street),  Columbia, 
South  Carolina.  His  father,  George  Symmers, 
was  bom  in  Huntly,  Aberdeenshire,  Scotland, 
on  March  27,  1832,  immigrated  to  New  York 
and  thence  moved  to  Charleston,  South  Car- 
olina. There  he  met  Jessie  Bell  McKay, 
another  Scot,  born  December  29,  1842,  in 
North  Berwick,  on  the  Firth  of  Forth.  They 
were  married  in  Charleston  in  1859  and 
moved  to  Columbia  in  1863. 2 William  was 
their  first  born  child.  A brother,  George,  was 
born  in  1864  and  died  in  1904.  A brother, 
James  Keith,  was  bom  in  1868.  After  a distin- 
guished career  as  a maritime  lawyer  on  Wall 
Street  in  New  York  City,  he  died  in  1930.3  A 
brother,  Alfred  Burwell,  was  bom  in  1870  and 
died  in  1895.  A sister,  Isabella  Ross,  was  bom 
in  1874;  as  a girl  she  studied  music  at  the 
National  Conservatory  in  New  York.  Dvorak, 
the  Czech  composer,  was  head  of  the  Conser- 
vatory at  the  time;  he  graded  her  98  on  her 
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voice,  and  gave  her  a pat  on  the  head.  She  cut 
the  lock  of  hair  that  he  had  thus  honored  and 
carefully  preserved  it  for  the  rest  of  her  life. 
She  married  Benjamin  Franklin  Williamson 
of  Darlington,  South  Carolina;  she  died  in 
1933.  Another  brother,  Douglas,4  was  born 
September  17,  1879.  He  graduated  from  Jef- 
ferson Medical  College,  Philadelphia,  in  1901 
and  practiced  pathology  in  New  York  at  Bell- 
view  Hospital  and  as  a professor,  first  in  Cor- 
nell University  Medical  School  (from  1912  to 
1934)  and  then  in  New  York  University  Col- 
lege of  Medicine  (1934  to  1945,  when  he 
retired  both  from  the  University  and  as  the 
Director  of  Laboratories  for  the  Department 
of  Hospitals  in  New  York  City).  His  name 
was  given  to  Brill/Symmers  disease  (giant 
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follicular  lymphoma).  He  died  in  1952.  A 
brother,  Arthur  George,  was  bom  March  22, 
1882;  he  died  June  24, 1882. 

Because  there  were  no  public  schools  at 
that  time,  young  William  attended  the 
Columbia  Male  Academy,  frequently  referred 
to  as  Thompson’s  Academy.  An  older  stu- 
dent, Tom  Wilson,  who  guided  the  younger 
boys  in  the  intricacies  of  Latin  and  Greek 
grammar,  fostered  in  him  a life  long  devotion 
to  the  great  authors  of  Greek  and  Roman 
antiquity.  William  and  Tom  developed  a per- 
sonal friendship  and  maintained  correspon- 
dence throughout  life.  William’s  son  remem- 
bers how  letters  from  Mr.  T.  Woodrow  Wil- 
son were  delivered  by  consulate  staff  to  their 
home  in  Ireland.  The  letters  were  among 
other  family  papers  that  were  destroyed  in  the 
Luftwaffe’s  attacks  on  Belfast  in  1941. 

The  University  of  South  Carolina  and  the 
University  of  Virginia  were  the  outstanding 
academic  institutions  of  the  South  before  the 
war.  Following  the  Secession  Convention  in 
December,  1860,  and  the  firing  on  Fort 
Sumter  in  1861,  the  University  of  South  Car- 
olina closed  in  1863  because  there  were  no 
students.  It  reopened  in  1866  during  the 
reconstmction  era  (1865-1877)  as  a fully  inte- 
grated “radical  University.”  When  Wade 
Hampton  became  Governor  he  closed  the 
school  again.  On  October  6,  1880,  it  was 
reopened  as  the  South  Carolina  College  of 
Agriculture  and  Mechanics.  Funding  came 
primarily  from  the  Federal  Land  grant  funds 
which  were  shared  with  Claflin  College  in 
Orangeburg.5  Twenty-six  students  including 
19  from  Columbia  appeared  at  the  reopened 
college  on  the  first  day;  William  Symmers 
was  one  of  these.6 

After  attending  the  University  of  South 
Carolina  William  decided  to  study  medicine. 
The  southern  medical  schools  were  in  disar- 
ray. The  northern  medical  schools  were  not 
admitting  southern  students.  Through  mater- 
nal and  paternal  relatives  in  Scotland  he 
gained  admission  at  Marischal  College  of  the 
University  of  Aberdeen.  During  his  studies 
there  he  was  Prosector  in  Anatomy  and 


Assistant  to  the  Professor  of  Physiology, 
prizeman  in  Materia  Medica  and  medalist  in 
Institutes  of  Medicine,  in  Practical  Physiolo- 
gy, in  Junior  Practical  Pathology,  and  in 
Senior  Practical  Pathology.  He  graduated  in 
1887  at  the  University  of  Aberdeen  with  the 
degrees  of  Master  of  Surgery  and  Bachelor  of 
Medicine  with  honorable  distinction. 

While  he  was  in  medical  school  he  took  up 
fencing  and  was  foils  and  epee  champion  of 
Scotland.  He  enjoyed  swimming  until  one 
day  when  diving  from  a rowing  boat  off 
Aberdeen’s  Sea  Beach,  he  lost  his  glasses  and 
could  not  afford  to  buy  a new  pair.  Many  of 
the  letters  that  he  wrote  to  his  mother  during 
his  years  at  the  University  have  been  pre- 
served. Some  of  them  reflect  how  close 
finances  were.  One  summer,  to  lay  in  a small 
reserve  of  cash  for  the  next  academic  year,  he 
got  the  job  of  clearing  brush  from  the  remains 
of  the  roof  at  Melrose  Abbey,  a twelfth  centu- 
ry Cistercian  foundation  in  the  Scottish  Bor- 
ders. While  working  at  this  task  he  uncovered 
a forgotten  gargoyle  in  the  form  of  a pig  play- 
ing a bagpipe.  This  has  been  carefully  pre- 
served and  is  pointed  out  to  visitors  to  the 
Abbey  today.  It  is  sometimes  referred  to  as 
“Symmers’  pig.” 

He  also  left  his  mark  on  the  University  of 
Aberdeen  in  a manner  more  literal  than  aca- 
demic. Eight  decades  later,  his  son  was  on  a 
visit  to  Marischal  College  and  signed  the  visi- 
tors’ book  as  an  entrance  formality.  The  door- 
keeper seemed  to  scrutinize  the  visitor’s  sig- 
nature particularly  closely  and  then  took  him 
to  the  lecture  theatre  in  part  of  the  College 
that  was  being  renovated.  There  he  tri- 
umphantly pointed  out  a bench  on  which  was 
carved  “Wm.  St.  Clair  Symmers  1886;”  he 
had  often  wondered  how  those  whose  names 
were  cut  into  the  woodwork  of  their  College 
fared  after  graduation  (in  this  instance  he 
learned  the  answer,  with  great  interest).  Since 
the  benches  were  in  the  process  of  being 
replaced,  the  College  administration  gener- 
ously offered  to  ship  this  one  to  the  visitor’s 
home,  near  London;  sadly,  it  was  lost  in  tran- 
sit. 
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After  medical  school,  Dr.  Symmers  was  for 
three  years  (1887-1890)  assistant  to  Dr.  John 
Barclay  in  general  practice  in  the  northern 
Scottish  seaport  of  Banff;  at  the  same  time  he 
was  a visiting  surgeon  at  Chalmers  Hospital 
in  that  town.7  It  was  not  unusual  for  him  to 
ride  25  miles  on  horseback  to  see  a patient.  It 
was  a traditional  token  of  the  gratitude  of  the 
latter  and  of  the  family  that  a dram  of 
whiskey  was  poured  for  the  doctor  after  the 
patient  had  been  seen.  To  refuse  this  refresh- 
ment would  have  caused  offense,  so — in 
accord  with  the  self-preservatory  habit  of  the 
country  doctor  in  that  region  at  that  time,  Dr. 
Symmers  wore  a waterproof  (whiskey 
proof?)  bag  on  his  back:  into  this  the  drams 
were  aimed  with  as  much  accuracy,  and  as 
inconspicuously,  as  was  practical.  Inevitably, 
there  was  some  spillage,  and  his  clothing  fre- 
quently smelled  highly  of  the  barley-bree.  He 
resided  in  Dr.  Barkley’s  family  home,  which, 
like  Banff’s  Chalmers  Hospital,  still  stands. 
The  hospital  is  not  related  in  its  foundation  to 
the  well-known  Chalmers  Hospital  in  Edin- 
burgh but  was  built  mainly  with  funds 
bequeathed  by  Mr.  Alexander  Chalmers,  a 
merchant  and  shipowner  in  Banff,  who  was 
supported  in  this  benefaction  by  Mrs. 
Chalmers,  whose  portrait  in  full  Masonic 
accoutrement,  hangs  in  the  lobby  of  the  hos- 
pital today.  It  is  said  that  because  she  over- 
heard masonic  rituals,  the  local  lodge  had  to 
decide  between  punishing  her  and  making  her 
a mason  and  thus  a party  to  the  secrets  that 
had,  doubtless  inadvertently,  come  her  way.  It 
is  said  that  she  became  a mason.  It  was  while 
he  was  in  Banff  that  Dr.  Symmers  decided  to 
make  his  future  career  in  Pathology.  In  1890 
he  was  appointed  Assistant  to  the  Professor 
of  Pathology  at  the  University  of  Aberdeen; 
he  was  also  made  Assistant  Pathologist  at  the 
Aberdeen  Royal  Infirmary.  After  a year  in 
these  positions  he  moved  to  Paris,  France,  to 
undertake  original  research  in  bacteriology 
under  the  direction  of  Dr.  Louis  Pasteur  at  the 
Pasteur  Institute.  Then,  in  1892  he  became 
Pathologist  to  the  General  Hospital  in  the 
English  city  of  Birmingham  and  to  the 


Women’s  Hospital,  Sparkhill,  Birmingham.  A 
year  later  he  moved  to  Lancashire  where  for 
two  years  he  was  a pathologist  to  the  Country 
Asylum,  Manchester.  This  was  followed  by 
six  months  as  Resident  Medical  Officer  at  the 
West  Brompton  Hospital  for  Diphtheria,  in 
London.  He  was  then  appointed  Assistant 
Bacteriologist  at  the  British  Institute  (later 
known  as  the  Lister  Institute)  in  Sudbury, 
Middlesex  (1896-97). 

A letter  that  he  wrote  while  at  the  diphthe- 
ria hospital  reads: 

“Christmas  was  gloomily  pleasant  here, 
no  snow — but  no  sun — and  just  the  pale 
ghost  of  a fog.  We  had  great  Christmas 
trees  in  various  wards  and  the  delight  of 
the  children  was  very  fine,  some  of  them 
hardly  able  to  move,  yet,  found  strength 
to  hug  their  dolls  for  a moment,  with 
keen  delight;  though  fortunately,  most  of 
them  were  able  to  sit  up,  or  be  up,  for 
the  disrobing  of  the  trees.  Just  in  the 
middle  of  the  toy  distribution  a child 
was  brought  in  dying  with  diphtheria 
and  tracheotomy  was  imperative,  so  the 
little  thing  was  put  in  the  proper  ward 
and  died  before  the  operation  was  com- 
pleted. Thus,  Christmas  in  a London 
hospital  has  many  different  scenes.  One 
does  not  get  quite  used  to  such  things 
not  withstanding  the  large  number  of 
fearful  cases  that  come  in  here,  kept  out- 
side ‘till  little  hope  remains  of  doing 
good.  There  are  four  medical  men  here, 
very  able  and  likeable  fellows,  and  we 
manage  to  pull  together  in  amity.  The 
hospital  is  one  of  seven  under  the 
Metropolitan  Asylums’  Board,  a body  of 
men  and  women  who  are  elected  by  the 
rate-payers  to  look  after  the  infectious 
diseases  of  the  metropolis  and  also  to 
manage  the  Lunatic  Asylums  of  London. 
Patients  with  smallpox  are  always  sent 
to  ships  which  lie  at  the  mouth  of  the 
Thames,  and  the  means  of  conveying 
such  cases  to  these  hospital  ships  is  very 
perfect  and  a great  safeguard  to  this 
giant  city.  When  a case  of  smallpox 
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crops  up  it  is  taken  by  ambulance  to  the 
river  and  put  on  board  of  one  of  the  four 
steamers  kept  in  readiness  for  this  pur- 
pose, and  immediately  carried  some 
eighteen  miles  down  the  river  to  the 
smallpox  ships  where  there  is  a staff  of 
medical  men  who  are  most  thoroughly 
versed  in  this  terrible  disease.” 

In  1897  he  was  appointed  to  the  Professor- 
ship of  Pathology  and  Bacteriology  in  the 
Government  Medical  School,  Cairo,  Egypt, 
and  as  Pathologist  to  the  Government  Hospi- 
tal (Cairo’s  famous  Kasr-el-Aini).  Among 
other  undertakings  during  the  seven  years  that 
he  spent  in  Egypt  was  the  establishment  of  an 
institute  for  the  development  and  production 
of  antiserum  for  the  treatment  of  cattle  plague 
( Rinderpest ),  an  infection  occurring  in 
widespread  outbreaks,  often  with  a very  high 
mortality  and  consequently  causing  grave 
economic  difficulties  for  the  people  and  the 
state.  In  recognition  of  his  successful  work  in 
this  Department  of  the  Public  Service,  Dr. 
Symmers  received  the  Order  of  the  Osmanieh 
(4th  Class)  from  the  Khedive,  the  Ottoman 
Emperor’s  Viceroy  in  Egypt;  while  the  cere- 
monial admission  to  the  Order  was  taking 
place,  the  Khedive’s  Consort  was  presenting 
a “handful  of  diamonds”  to  Mrs.  Symmers. 
When  the  time  came  for  the  Symmers  family 
to  leave  Egypt,  in  1904,  Dr.  Symmers  was 
honored  further  by  the  Egyptian  Government, 
which  bestowed  on  him  the  Order  of  the 
Medjidieh  (3rd  Class).  While  the  Ottomon 
authorities  were  grateful  for  the  serum  for 
combatting  the  cattle  plague,  they  resented 
some  of  his  work  on  bilharziasis  (schistoso- 
miasis) because  he  attributed  the  great  preva- 
lence of  this  parasitic  infestation  in  part  to  the 
appalling  living  conditions  of  the  Egyptian 
people,  a view  that  was  considered  to  reflect 
poorly  upon  the  government. 

Dr.  Symmers’  observations  at  postmortem 
in  cases  of  schistosomiasis  included  “a  new 
form  of  liver  cirrhosis  due  to  the  presence  of 
the  ova  of  Bilharzia  haematobia.”  This  mani- 
festation of  the  infestation  became  known 
internationally  as  “Symmers’  pipestem  hepat- 


ic fibrosis”  because  he  had  likened  the  gross 
appearances  of  the  fibrotic  portal  tracts  in  the 
affected  liver  to  the  stems  of  clay  pipes  thrust 
into  the  organ.8 

In  1900  Dr.  Grafton  Elliot  Smith  (1871-1937), 
an  Australian,  became  Professor  of  Anatomy 
at  the  Government  Medical  School  in  Cairo 
and  became  a good  friend  of  Symmers.  Elliot 
Smith  developed  an  intense  and  lifelong 
interest  in  Egyptology.  Through  him  Dr. 
Symmers  obtained  some  mummy  beads  to 
send  to  his  mother  in  South  Carolina.  Elliot 
Smith  became  engaged  to  Kathleen  Macredie 
of  Sydney,  New  South  Wales,  Australia.  She 
was  to  join  him  in  Egypt,  but  she  thought  it 
sensible  to  see  for  herself  what  her  life  in  that 
exotic  land  might  be.  A voyage  thither  was 
planned.  Her  family  insisted  that  one  of  her 
sisters  accompany  her  as  a chaperon.  Kath- 
leen’s chaperon,  Marion  Latimer  McAlpine 
Macredie  (1876-1955),  met  Dr.  Symmers  in 
Cairo.  He  visited  her  family  in  Sydney:  mar- 
riage followed.  Her  paternal  grandfather, 
Robert  McCredie  (1769-1848),  a Scotsman 
from  Stranraer,  in  Wigtownshire,  had  been  a 
quarry  master  in  County  Down,  Ireland,  and 
later  was  responsible  for  the  preparation  and 
set  of  the  stonework  during  the  building 
(1847-1849)  of  Queen’s  College  Belfast  (now 
the  Queen’s  University).  His  mason’s  mark  is 
on  the  entry  arch.  He  died  before  completion 
of  the  building  and  the  task  was  finished  in 
1849  by  his  sons,  who  subsequently  emigrated 
to  New  South  Wales,  where  four  of  them 
founded  an  important  construction  firm, 
McCredie  Brothers,  Builders  & Contractors, 
Sydney. 

In  1904,  by  warrant  of  His  Britannic 
Majesty,  William  St.  Clair  Symmers  was 
appointed  to  the  Musgrave  Chair  of  Patholo- 
gy in  Queens  College  Belfast,  Ireland;  he  and 
Mrs.  Symmers  were  quite  unaware  that  her 
Macredie  grandfather  and  her  father  and  three 
of  her  Macredie  uncles  had  participated  in  the 
building  of  the  College.  When  Dr.  Symmers 
decided  to  apply  for  the  Chair  of  Pathology  in 
Belfast  the  authorities  in  Cairo  pressed  him  to 
stay,  offering  him  three  times  the  salary  he 
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was  to  get  in  Ireland.  At  the  outset  of  his  24 
years  in  Queen’s,  his  annual  salary  was  about 
400  pounds  ($2,000  at  the  then  rate  of 
exchange);  when  he  retired  in  1929  his  annual 
pension  was  500  pounds  ($2,500).  The  Sym- 
merses  had  four  children:  Jessie  was  born 
June  6,  1903,  in  Cairo,  Isabel  was  born  in 
1906,  in  Belfast;  where  also  the  youngest 
daughter,  Patricia,  and  their  son,  William  St. 
Clair,  II,  were  born,  respectively,  in  1909  (on 
St.  Patrick’s  Day)  and  1917.  William  St.  Clair, 
II,  graduated  in  medicine  at  the  Queen’s  Uni- 
versity of  Belfast,  in  1939,  just  before  the  out- 
break of  World  War  II.  He  served  as  a sur- 
geon-lieutenant in  the  Royal  Naval  Volunteer 
Reserve  for  six  years  (1940-46).  After  the  war 
he  took  up  pathology,  working  successfully  in 
Guy’s  Hospital,  London  (1946-47),  Oxford 
University  and  Radcliffe  Infirmary,  Oxford, 
(1947-48)  and  in  the  University  of  Birming- 
ham (1948-53),  following  his  father’s  steps  as 
one  of  the  pathologists  to  the  Birmingham 
General  Hospital  (he  did  not  know  of  his 
father’s  appointment  there  until  almost  the 
end  of  his  own  time  in  the  great  Midlands 
city).  From  Birmingham  he  moved  back  to 
London,  on  becoming  Professor  of  Pathology 
in  the  University  of  London  at  Charing  Cross 
Hospital  Medical  School  (1953).  He  retired  in 
1982.  He  particularly  valued  three  awards  that 
he  received  during  the  decade  that  saw  his 
retirement  from  practice — the  Honorary  Fel- 
lowship of  the  Royal  College  of  Pathologists 
of  Australasia  (1980)  and  of  the  American 
College  of  Physicians  (1982),  happily  repre- 
senting his  parental  links  with  Australia  and 
with  America,  and  in  1990  the  bestowal  upon 
him  by  his  Alma  Mater  of  the  Doctorate  of 
Science  (. Honoris  Causa ) marked  86  years  of 
his  family’s  association  with  Queen’s  College 
Belfast  and  the  Queen’s  University  of  Belfast. 

William  St.  Clair  Symmers,  II,  married 
nurse  Jean  Noble  Wright,  of  Paisley,  Ren- 
frewshire, Scotland,  in  1941.  She  died  in  1990. 
Their  son,  William  St.  Clair,  Symmers,  III, 
was  born  in  Edinburgh  in  1942,  studied 
Medicine  in  University  College  of  London 
and  today  is  a family  practitioner  in  Edin- 


burgh; he  married  Eleanor  Farrell  a doctor 
from  the  West  of  Scotland  whom  he  met 
when  she  was  studying  psychiatry  at  his  med- 
ical school. 

The  responsibilities  of  William  St.  Clair, 
Symmers,  I,  as  Musgrave  Professor  of  Pathol- 
ogy in  Belfast  included  those  of  being  Pathol- 
ogist to  the  Royal  Victoria  and  Mater  Infir- 
morum  Hospitals,  the  Hospital  for  Sick  Chil- 
dren and  the  other  hospitals  in  the  City  and 
throughout  the  Province  of  Ulster.  He  was 
also  City  Pathologist,  Belfast.  Until  1925, 
when  the  first  holder  of  the  newly  founded 
Lectureship  in  Bacteriology  was  appointed, 
Dr.  Symmers  was  responsible  for  the  teaching 
of  microbiology  and  for  its  practice  in 
Queen’s  College  (Queen’s  University,  as  the 
College  became  in  1908)  and  in  the  hospitals. 
He  was  also  Lecturer  in  Medical  Jurispru- 
dence in  the  University  and  Forensic  Patholo- 
gist for  the  Province.  For  many  years  he  was 
Dean  of  the  Faculty  of  Medicine.  He  was  a 
member  of  the  University  Senate  and  he 
acted  as  Pro- Vice-Chancellor.  He  declined  an 
invitation  to  become  Vice-Chancellor,  realiz- 
ing that  the  demands  of  that  office  would  not 
be  compatible  with  continued  involvement  in 
the  day  to  day  work  of  the  Faculty  and  of  the 
teaching  and  practicing  of  Pathology. 

Complementing  his  medical  and  official 
interests,  Symmers  was  a dedicated  scholar  of 
Greek  and  Latin  literature  and  an  avid  student 
of  philosophy,  particularly  the  philosophy  of 
Plato  and  that  of  Kant. 

During  a State  visit  to  Northern  Ireland,  a 
Royal  Person  developed  an  abscess.  This 
painfully  incapacitating  condition  responded 
well  to  the  shared  ministrations  of  Dr.  Sym- 
mers and  one  of  his  colleagues,  Dr.  Thomas 
Houston,  a clinical  pathologist.  As  a token  of 
appreciation,  the  patient  offered  each  of  them 
an  honor.  Dr.  Houston  became  a knight. 
Because  he  had  not  become  a naturalized 
British  subject,  Dr.  Symmers  was  unable  to 
receive  the  baronetcy  that  he  was  invited  to 
accept,  and  he  happily  retained  United  States 
citizenship. 

On  a visit  to  Columbia  in  1909  he  addressed 
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the  student  assembly  at  the  University  of 
South  Carolina.  Among  other  things  he  told 
them  that  as  a child  he  had  believed  that  two 
states  composed  the  American  union,  Vir- 
ginia and  South  Carolina,  and  that  South  Car- 
olina was  the  superior.  He  also  addressed  the 
Columbia  Medical  Society  on  that  visit  in 
1909. 

The  Right  Honorable  the  Lord  Pirrie,  head 
of  the  Belfast  firm  of  shipbuilders,  Harland 
and  Wolff  Limited,  which  built  the  White  Star 
liner  Titanic , was  one  of  the  three  Pro-Chan- 
cellors of  the  Queen's  University  of  Belfast. 
He  invited  Professor  and  Mrs.  Symmers  to 
sail  on  the  maiden  voyage  of  this  ship.  Illness 
in  their  family  necessitated  the  last-minute 
cancellation  of  their  participation.  On  Sun- 
day, April  14,  1912,  the  Titanic  struck  the  ice- 
berg that  sank  her  with  the  loss  of  1,513  lives. 

During  World  War  I,  Dr.  Symmers  and  a 
colleague  in  Belfast,  Thomas  Sinclair  Kirk 
(1869-1940),  a surgeon,  worked  for  the  Mili- 
tary and  Naval  Services  of  the  Crown  as 
civilian  research  officers  in  H.M.  Hospital 
Ship  Britannic , studying  wound  infection  and 
antisepsis  during  two  overseas  commissions 
in  1915-16.  The  Britannic  had  been  built  for 
the  White  Star  Line  by  Harland  and  Wolff 
Limited,  in  Belfast,  and  was  a sister  ship  of 
the  Titanic.  She  was  destined  never  to  sail  as 
a commercial  passenger  ship  but  was  convert- 
ed for  use  as  a hospital  ship  following  the 
outbreak  of  the  war.  Dr.  Symmers’  third  voy- 
age was  to  have  begun  in  October,  1916,  how- 
ever, the  presence  of  a German  submarine  in 
the  Irish  Sea  prevented  the  sailing  of  the 
steamer  that  should  have  brought  him  from 
Belfast  to  join  the  Britannic  at  a mainland 
port.  She  sailed  without  him.  On  November 
21,  1916,  she  sank  within  an  hour,  (either  of 
hitting  a mine  or  of  being  hit  by  a torpedo 
from  a submarine  while  in  the  Aegean  Sea 
near  the  island  of  Kea). 

Dr.  Symmers’  retirement  came  unexpected- 
ly when  in  1929,  the  University  for  the  first 
time  put  an  age  limit  (65  years)  on  tenure  of 
academic  posts.  Symmers  had  enjoyed  his 
65th  birthday  in  1928  and  so  had  to  give  up 


his  appointment  as  soon  as  the  age  limit  was 
announced.  His  health  had  been  remarkably 
good  up  to  that  time,  and  he  continued  to 
enjoy  good  health  for  several  years.  A conse- 
quence of  retirement  was  the  need  to  find  a 
smaller  residence,  and  this  in  its  turn  meant 
that  he  had  to  give  away  most  of  his  library  as 
well  as  most  of  the  family  collection  of  works 
of  art.  It  was  a compensation  that  a circle  of 
his  close  friends  among  former  colleagues, 
medical  and  academic,  continued  to  drop  in  at 
the  Symmers’  home,  particularly  on  Sunday 
afternoons.  His  son  remembers  the  visitors 
who  shared  the  family’s  tea,  sandwiches, 
scones  and  cake,  while  “the  talk  ranged  over 
the  most  various  of  topics  and  in  so  doing 
often  illumined  very  notably  the  state  of  the 
world,  from  Belfast  to  Ulster  to  the  Irish 
Nation  and  State,  to  Empire,  to  Europe  and  its 
frightening  kaleidoscope  of  politics  and 
repression,  and  to  the  University  and  its 
future,  to  the  future  of  Medicine,  and  of 
Humanity,  the  unlikelihood  of  war,  and  its 
inevitability.  Talk  of  everything.  Talk.  Good 
talk.  Talk  that  was  not  idle  or  totally  unpro- 
ductive.” 

William  St.  Clair  Symmers,  I,  died  in 
Belfast  on  October  4,  1937.  He  was  buried  in 
Bangor,  County  Down.  His  son  describes  as  a 
very  heartwarming  experience  the  many  men 
of  Belfast,  some  of  whom  were  accompanied 
by  their  womenfolk,  who  came  to  express 
their  grief  and  their  respects,  and  their  thanks: 
men  from  the  mills  and  the  shipyards,  men 
without  employment,  men  from  the  churches, 
men  from  governments,  Catholics  and 
Orangemen.  All  of  them  gracious  in  the  feel- 
ing that  brought  them  together  on  that  occa- 
sion, to  mourn  the  passing  of  a good  man, 
accepted  as  one  of  their  number,  although  an 
incomer.  A good  man.  His  widow  died  on 
September  30,  1955,  in  Oxford,  while  on  a 
visit  to  the  family  of  her  sister  Kathleen, 
whose  chaperon  she  had  been,  half  a century 
earlier.  □ 
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Editorials 

Evidence-based  medicine  is  a topic  of  great  current  interest.  Its  core  concept  is  that  everything 
we  do  should  be  based  on  the  best  available  data  in  the  medical  literature.  This  concept  is  not 
without  its  controversies,  and  in  the  following  guest  editorial,  Dr.  David  Henderson,  a medical 
resident,  reflects  upon  its  applicability.  Guest  editorials  reflect  the  opinions  of  the  authors  and  do 
not  necessarily  represent  the  opinions  of  the  officers  and  trustees  of  the  South  Carolina  Medical 
Association. 

— CSB 


EVIDENCE-BASED  MEDICINE:  A RESIDENT’S 
PERSPECTIVE 

For  the  General  Practitioner,  a well  used  library  is  one  of  the  few  correctives  of  the  premature 
senility  which  is  so  apt  to  overtake  him.  It  is  astonishing  with  how  little  reading  a doctor  can 
practice  medicine,  but  it  is  not  astonishing  how  badly  he  may  do  it. 

— William  Osier,  Aequanimita,  1901 


Despite  being  written  almost  a century  ago, 
the  above  statement  by  Osier  is  still,  and 
perhaps  more  relevant  today  because  of  two 
factors:  (1)  the  explosive  growth  in  medical 
information;  and  (2)  the  increased  access  to 
this  knowledge,  not  only  by  the  medical 
profession  but  to  laypersons  as  well.  Both 
factors  demand  that  physicians  stay  as  up-to- 
date  as  possible  in  order  to  deliver  high 
quality  medical  care.  I believe  that  one 
answer  to  intellectual  stagnation  lies  within 
an  approach  to  clinical  practice  referred  to  as 
“Evidence-based  Medicine,”  simply  because 
of  its  inherent  basis  on  the  principle  of  life- 
long, self-directed  learning. 

According  to  Guze,1  the  practice  of 
medicine  should  become  investigative, 
simply  because  “the  challenge  and 
stimulation  that  characterize  the  serious  study 
of  important  problems  will  then  become  part 
of  the  rewards  of  medical  practice.”  Not 
ironic,  the  nature  of  evidence-based  medicine 
is  investigative.  Evidence-based  medicine 
implies  that  our  clinical  and  other  health  care 


decisions  are  based  on  the  best  patient-  and 
population-based  as  well  as  laboratory-based 
evidence  available.  Because  of  this, 
identifying  the  best  evidence  calls  for  the 
integration  of  epidemiological  and 
biostatistical  ways  of  thinking  with  those 
derived  from  an  understanding  of 
pathophysiology  and  our  personal 
experience.2 

Teaching  critical  appraisal  skills  to 
residents  has  been  proposed  as  important. 
Inui3  found  it  almost  uniquely  motivating  to 
housestaff.  Likewise,  I believe  that 
stimulating  such  motivation  can  forestall  the 
“premature  senility”  that  Osier  alluded  to. 
Utilizing  the  “Users’  Guides  to  the  Medical 
Literature”4  " to  help  drive  the  critical  review 
process,  our  Department  has  instituted  a 
journal  club  that  emphasizes  techniques  for 
critical  reading — offering  an  opportunity  to 
develop  skills  in  reading,  comprehending, 
and  evaluating  medical  literature  which  is  not 
taught  otherwise,  such  as  in  our  more 
traditional  lectures,  i.e.  noon  conferences  and 
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Grand  Rounds. 

Of  course,  the  conclusions  of  this  search 
and  critical  appraisal  process  are  worthwhile 
only  if  they  are  translated  into  actions  that 
positively  affect  our  patients.  Improved 
patient  care  should  be  our  ultimate  goal. 
Evidence-based  medicine  is  just  one  aspect  of 
caring  for  patients. 

David  A.  Henderson,  M.  D. 

Chief  Resident,  Internal  Medicine 
University  of  South  Carolina  School 
of  Medicine 

Richland  Memorial  Hospital 
Two  Medical  Park,  Suite  405 
Columbia,  SC  29203 
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SOUTH  CAROLINA  PHYSICIANS  AND  THE  AFL-CIO 


In  the  face  of  profound  and  rapid  changes  in 
the  nation’s  health  care  system,  Florida 
physicians  are  gearing  up  to  join  the  country’s 
largest  Union,  the  AFL-CIO.  Through  the 
Federation  of  Physicians  and  Dentists 
Organization,  more  than  33  percent  of  the 
doctors  in  Brevard  County  in  central  Florida 
have  already  joined. 

Given  the  historical  fact  that  doctors  have 
prided  themselves  on  their  independence;  it 
seems  that  unionizing  physicians  is  a mission 
impossible.  With  half  of  the  U.  S.  population 
now  enrolled  with  a managed  health  care 
company  and  many  physicians  working  for 
HMOs  and  PPOs,  the  practice  of  medicine 
has  been  increasingly  shifting  from  doctor  as 
advocates  of  the  patient  to  executives  who 
have  no  background  in  medicine.  Moreover, 
there  is  a growing  insecurity  among  doctors 
witnessing  a steady  decline  in  their  income 
because  of  capitation,  deselection,  and 
termination  of  contracts  with  insurers. 
Incidentally,  the  latter  can  be  accomplished 
with  or  without  cause. 

According  to  Jack  Seddon,  Executive 
Director  of  the  Federation,  “Doctors  must 
organize  in  an  effort  to  regain  control  of  their 
practices”  and  managed  care  organizations 
are  saying  there  are  too  many  doctors.  They 
want  one  doctor  for  1,400  patients.  Now  we 
have  one  doctor  for  450  patients,  but 


managed  care  executives  say  the  number  is 
too  high. 

Starting  a union  by  physicians  may  be 
viewed  by  the  Department  of  Justice  as  an 
illegal  act,  falling  within  the  confines  of  the 
Sherman  Anti-Trust  Law  which  makes  it 
unlawful  for  doctors  to  collude  on  price 
setting  for  their  services.  But  many 
physicians  and  medical  societies  argue  that 
doctors  who  work  for  managed  care 
organizations  are  similar  to  employees  and 
should  enjoy  the  right  to  union  representation 
and  collective  bargaining. 

It  is  the  beginning  of  a movement  that  may 
spread  across  the  country:  physicians  joining 
to  form  a strong  union  that  would  be  able  to 
lobby  for  changes  in  the  present  labor  law 
and  allow  doctors  to  redress  grievances  with 
HMOs.  In  fact,  unions  have  been  more 
aggressive  in  protecting  the  rights  of  their 
members  than  organized  medicine  has  been. 

Considering  the  current  turmoil  in  the 
health  care  system,  physicians  in  South 
Carolina  may  want  to  take  notice  of  the 
action  of  their  colleagues  in  Florida  and  be 
more  active  in  the  “politics”  of  medicine. 

Sami  Elhassani,  M.  D. 

100  Willow  Lane 

Spartanburg,  SC  29307 
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ROBERT  COLUMBUS  BRUCE,  M.  D.,  1877-1944 


Bom  in  Kershaw  County  in  1877,  Robert 
Columbus  Bruce  graduated  from  the  Citadel 
in  1896  and  taught  school  for  six  years  in 
Newberry  before  entering  Vanderbilt 
University  School  of  Medicine  from  which  he 
received  his  M.  D.  degree  in  1910.  Soon  after 
graduating,  Dr.  Bruce  began  his  practice  of 
medicine  in  Greenville.  He  remained  in 
active  general  practice  until  a few  days  before 
his  death  on  Easter  Sunday  in  1944. 

Dr.  Bruce  was  a charter  member  of  the 
staffs  of  Greenville  General  and  St.  Francis 
Hospitals.  He  was  chief  of  medical  service  of 
the  former  from  its  beginning,  and  for  many 
years,  he  was  a member  of  its  medical 
(executive)  committee.  He  served  the 
Greenville  County  Medical  Society  in  all  its 
offices,  and  was  Councillor  for  the  Fourth 
District  of  the  state  medical  association  for  10 
years  before  being  named  president-elect  of 
the  association  in  1935. 

During  World  War  I,  he  was  chief  medical 
examiner  for  the  local  draft  board.  At  the 
time  of  Dr.  Bruce’s  death,  he  was  chairman  of 
the  city  Board  of  Health. 

He  was  said  to  be  a well-trained  doctor  with 
a friendly  personality  and  sound  judgement 
who  possessed  the  virtues  of  understanding, 
sincerity,  patience,  and  wisdom. 

Dr.  Bruce  assumed  the  presidency  of  the 
South  Carolina  Medical  Association 
following  the  death  of  Dr.  Samuel  E. 
Harmon.  In  the  president’s  address  at  the 


South  Carolina  Medical  Association’s 
meeting  in  Greenville,  South  Carolina,  April 
22,  1936,  Dr.  Bruce’s  concerns  in  1936  seem 
remarkably  similar  to  concerns  50  years  later 
in  1996: 

In  taking  up  the  duties  of  the  president 
of  the  South  Carolina  Medical 
Association  early  this  year,  it  was  my 
sincere  wish  to  develop  Dr.  Harn  on’s 
plans  and  ideas  as  best  I could,  but  it 
has  been  most  difficult.  Many  of  his 
plans  were  such  a nature  that  his 
interpretation  could  be  the  only  correct 
one,  others  have  been  changed  in  their 
vital  aspects  from  day  to  day.  The 
entire  socioeconomic  scene  is  moving 
with  such  rapidity  that  the  problem 
of  yesterday  has,  in  many  cases, 
become  the  last  and  shallowest  mark 
on  the  problems  of  today. 

Also  happening  in  science  and  medicine  in 
1936:  Dehydro-cortisone  is  the  first  adrenal 
cortex  hormone  to  be  isolated  by  Edward  C. 
Kendall,  Vitamin  B and  Thiamine  are 
synthesized  by  Robert  R.  Williams,  Vitamin 
E is  isolated  by  Herbert  McLean  Evans  and 
Gladys  Emerson,  pharmaceutical  firms 
develop  sulfa  drugs,  and  Alexis  Carrell  and 
Charles  Lindbergh  develop  the  first  artificial 
heart. 

Jane  McCutchen  Brown 
Waring  Historical  Library 
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HEALTH  EDUCATION  VAN 


The  South  Carolina  Medical  Association  Alliance  (SCMAA)  presented  their  Health  Education 
Van  to  the  Office  of  Prevention,  Department  of  Disabilities  and  Special  Needs  (DDSN)  during 
the  summer  of  1996.  The  purpose  of  this  endeavor  was  to  assist  in  the  dissemination  of  high 
quality  programs  and  services  related  to  disability  prevention,  as  well  as  to  fulfill  the  vision  of 
the  SCMAA  to  dispense  health  and  prevention  messages  throughout  South  Carolina. 

After  the  van  was  received  by  DDSN,  an  extensive  tune-up  and  other  maintenance  was 
performed,  as  was  the  repainting  of  the  logo  to  convey  the  van’s  new  purpose:  “Prevention  in 
Action:  Providing  Disability  Prevention  Education  to  S.C.” 

The  van’s  contents  such  as  family  planning  materials,  sex  education  materials,  and  other  health 
information  were  distributed  to  DDSN’s  four  regional  offices  for  use  in  the  statewide  STEPS 
program,  which  is  a family  planning  and  health  education  program  serving  over  700  adults  with 
mental  retardation. 

As  of  October,  the  van  was  ready  for  use  by  our  office  employees  to  disseminate  disability 
prevention  information  to  professionals,  community  organizations,  educators,  families,  and 
special  needs  individuals  across  the  state.  Current  activities  include:  school  visits,  community 
site  visits  to  16  prevention  mini-grant  projects,  passenger  safety  seat  training,  and  technical 
assistance  to  the  STEPS  programs.  The  van  is  also  being  used  as  a public  awareness  tool  at 
various  conferences  and  health  educational  events. 

The  Disability  Action  Van,  as  it  is  now  called,  has  enabled  our  staff  to  provide  public 
awareness  and  education  in  a unique  and  effective  manner.  Further,  the  van  has  been  a 
convenient  mechanism  to  disseminate  prevention  materials  that  are  continually  transported  to 
various  parts  of  the  state. 

We  are  extremely  satisfied  with  the  van’s  performance  and  overall  utility.  The  SCMAA’s 
presentation  to  us  of  this  valuable  resource  was  truly  needed  and  greatly  appreciated.  The 
combined  efforts  between  SCMAA  and  DDSN  to  promote  health  and  prevent  injury  are  sure  to 
enhance  the  continuing  efforts  to  ensure  that  all  South  Carolinians  have  access  to  a better  quality 
of  life. 


Marcia  Kelly 

Director,  Office  of  Prevention 
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Attention:  Physicians 


Have  your  patients'  medicines 
had  a check-up? 

IVlany  of  your  patients  take  several  different  medicines  every  day. 
Separately  each  one  works  well.  But  if  they  take  two  or  more  different 
medicines  in  combination  without  checking  with  you  to  be  sure  they  work 
safely  together,  they  can  sometimes  be  harmful.. .even  dangerous. 

The  next  time  you  prescribe  a 
medicine,  ask  your  patients: 

"What  other  prescription  and 
nonprescription  medicines  are  you 
taking?" 

A public  service  message  from  the  National 
Council  on  Patient  Information  and  Education 
(NCPIE)  and  the  U.S.  Administration  on  Aging 


Write  for  free  information  on  patient 
medicine  counseling. 

Mail  to: 

% £ NCPIE 

mg  666  Eleventh  Street,  NW 
Suite  810 

Washington,  DC  20001 


|«*  M 

if  :•  * 

IBM  jgM 

|Tl 

Not  getting  your  child  all  her 
shots  is  like  leaving  her  out  here  alone. 

At  least  1 1 shots  by  two.  How  sure  are  you?  Questions?  Call  1-800-232-2522. 


U.S.  Department  of  Health  and  Human  Services 


classifieds 


FAMILY  PRACTICE/PRIMARY  CARE: 

Practice  opportunities  in  South  Carolina  for 
experienced  practitioners  on  a full-time  or 
part-time  basis.  If  you  are  looking  for  a little 
extra  “butter  and  egg”  money,  we  have  short- 
term placement.  When  you  are  considering 
making  a change  in  your  job  status,  we  would 
be  honored  to  discreetly  represent  you.  Jennie 
Ware  Family  Medical  Services,  Inc.,  provides 
the  highest  quality  provisional  contract  medi- 
cal services  to:  family  practices, 

clinics/urgent  care  centers,  hospital  systems, 
nursing  homes  and  assisted  living  centers, 
multidisciplinary  groups  or  networks.  We  are 
located  in  Greenville,  SC.  For  more  informa- 
tion, call  toll-free  (888)  593-6737  or  visit  our 
web  site  http://www.jennieware.com. 

PHYSICIAN  NEEDED:  Work  in  a relaxed, 
professional  environment  with  one  of  Ameri- 
ca’s fastest  growing  Men’s  Diagnostic  Centers 
opening  in  Greenville.  Work  a five-day  work 
week,  no  weekends,  no  call.  All  outpatient. 
Competitive  compensation  with  excellent  ben- 
efits and  stock  options.  For  additional  infor- 
mation, call  Martin  Osinski  with  American 
Medical  Consultants  at  1-800-367-3218  or 
fax  curriculum  vitae  to  (305)  271-8684. 

ENDOCRINOLOGY,  FAMILY  PRAC- 


TICE, INFECTIOUS  DISEASE:  Practice 
opportunities  in  Orangeburg  County  for  expe- 
rienced practitioners  and  graduating  resi- 
dents/fellows. Practice  initiation  assistance 
and  relocation  allowance  are  available.  Locat- 
ed at  the  junction  of  1-26  and  1-95,  35  minutes 
to  Columbia  and  65  minutes  to  Charleston. 
Achieve  financial  success  in  a non-competi- 
tive environment  while  enjoying  a superior 
quality  of  life.  Contact  Dr.  Chermol,  The 
Regional  Medical  Center,  at  (800)  866-6045. 

GROUP  OF  RESIDENCY-TRAINED 
EMERGENCY  PHYSICIANS:  Need  board 
certified  EM  independent  contractor  to  fill  5- 
7,  eight  hour  shifts  per  month.  120  bed  hospi- 
tal in  rural  upstate  South  Carolina.  Fax  CV  to 
1-864-888-1403. 

WANTED:  PRIMARY  CARE  PRAC- 
TICES: UCI  MEDICAL  AFFILIATES, 
INC.,  - DOCTOR’S  CARE,  PA  is  currently 
expanding  in  South  Carolina!  Seeking  Prima- 
ry Care  medical  practices  for  merger/acquisi- 
tion.  Would  also  consider  specialty  practices. 
Please  direct  CVs,  correspondence  to  UCI 
Medical  Affiliates,  Inc.  (dba  Doctor’s  Care, 
PA),  1901  Main  Street,  Suite  1200,  Mail  Code 
1105,  Columbia,  SC  29201,  Attn:  Practice 
Acquisitions. 
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Thornton  & Thome  give  the  medical  community  something  to  think  about  this  month: 


EXCISE  TAXES  WAIVED  ON  CERTAIN 
PENSION  DISTRIBUTIONS 


The  Small  Business  Job  Protection  Act  of  1996  Included  a provision  that  waives  excise 
taxes  on  lifetime  distributions  from  qualified  retirement  plans  during  tax  years  1997, 
1998,  and  1999. 

Even  though  this  act  suspends  excise  taxes,  its  goal  is  to  increase  revenue.  Congress 
thought  waiving  the  excise  tax  would  encourage  participants  to  make  substantial 
withdrawals  in  1997,  1998,  and  1999.  Tax  revenues  would  therefore  increase  because 
these  withdrawals  would  be  subject  to  regular  income  tax. 

BACKGROUND 

Contributions  to  qualified  retirement  plans  are  tax  deductible.  Assets  inside  the  plan 
accumulate  tax  deferred.  Since  no  income  tax  has  ever  been  paid  on  this  money,  its 
fully  taxable  when  withdrawn  from  the  plan.  Distributions  are  subject  to  these  taxes: 

Income  Tax  as  high  as  44%  (including  state  income  tax) 

Excise  Tax  15%  of  withdrawals  over  a specified  amount 
Estate  Tax  as  high  as  55% 

In  some  cases,  the  combination  of  these  three  taxes  can  consume  80%  of  a 
participant’s  account. 


SHOULD  YOU  ACCELERATE  PENSION  DISTRIBUTIONS  IN  97,  98  AND  99? 


Because  of  the  severity  of  these  taxes,  participants  with  large  account  balances  can 
expect  to  be  bombarded  over  the  next  three  years  with  advice  about  pension 
distributions. 

You  will  see  many  examples  showing  that  it’s  best  to  accelerate  distributions.  In  some 
cases,  this  will  be  the  right  advice  but  in  many  more  this  will  be  the  wrong  advice. 

The  fact  is  that  pension  plan  assets  cannot  be  examined  in  a vacuum.  The  only  way  to 
get  the  right  answer  is  a well  researched  analysis  that  takes  into  account  all  of  your 
assets  and  all  of  your  objectives.  The  analysis  must  be  specific  to  you  based  on  your 
unique  circumstances. 

There  is  no  generalization  that  will  be  the  best  answer.  Computer  modeling  that  allows 
all  the  many  variables  to  be  specifically  tailored  to  your  specific  circumstances  will 
produce  the  correct  answer  for  you.  Most  participants  want  to  ask  a lot  of  “what  if 
questions.  The  modeling  program  allows  you  to  explore  all  your  options. 

If  you’d  like  a detailed  analysis  for  your  specific  situation,  please  call  us.  We 
welcome  the  chance  to  discuss  this  very  complex  issue  with  you  and  your  tax 
advisors. 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


r: 


-800-742-3669 


A is  for  Apple, 


Cancer? 


Each  year,  more  than  6,000  children  like  Adam  learn  all  about  cancer  and 
other  catastrophic  illnesses  when  they're  stricken  with  deadly  diseases. 

Fortunately,  these  children  have  a fighting  chance  at  surviving  cancer  — 
the  No.  1 killer  disease  of  children  — because  of  strides  St.  Jude  doctors 
and  scientists  are  making  every  day  in  treatment  and  research.  With  your 
support,  St.  Jude  Children's  Research  Hospital  is  helping  children  all  over 
the  world  live. 

To  find  out  more  about  5t.  Jude’s  life-saving  work,  write  to: 
.JudeBospital  • P.O.Box  370U,  Dept. DA  • Memphis,  TN  38103,  or  call: 

1-800-877-5833 

ST  JUDE  CHILDRENS 
gP  % RESEARCH  HOSPITAL 

Danny  Thomas,  Founder 


Medical  Software  and  Services 


fox  meadows 


software 


LIMITED 


Lease  for  $200  a month  for  one  terminal  and 
$50  for  additional  terminal  users.  No  up  front 
license  fees  and  only  a 90  day  contract. 


• Is  your  current  software  or  hardware  contract  about  to  expire  ? 

• When  you  offer  product  suggestions,  need  new  reports,  need  capitation 
or  managed  care  statistics,  is  your  vendor  interested  in  responding  ? 

• Are  you  using  the  power  of  personal  computers  as  work  stations  ? 

• Are  you  opening  a new  practice  or  other  office  locations  ? 

• Are  you  permitted  to  add  other  software  products  to  your  system  ? 


Features 

Conversion  of  your  Current  Data 
Capitation  and  Managed  Care  support 
Available  for  Windows,  Windows/95  and  DOS 
Elect.  Claims,  Statements,  Imaging  and  Graphical  Interface 
Dr.  and  O/M  access  Account  Summaries  with  a single  button 
Network  support  for  Novell,  LANtastic,  Windows/NT,  Windows/95 
Chart  Notes  that  use  Point  and  Click  Decision  Tree  with  Templates 
Document  Management  support  with  Interface  to  Word  Processors 
Appointment  Scheduler  supports  multiple  Physicians  and  Large  Clinics 
Year  2000  ready,  Relational  Database  Design,  On  Site  Training  and  Support 
Medical  Records  that  provide  enough  information  to  avoid  pulling  File  Folders 

Primary  Diagnostic  History, 

Vital  Signs,  Laboratory  Requests  and  Results, 

Medications,  Allergies,  Reactions,  Immunization  Records 
* Medical  Records  are  encrypted  after  45  days  to  protect  from  tampering  * 


FMS  is  more  than  a traditional  Accounts  Receivable  billing  system. 
Physicians  and  nurses  will  find  the  medical  records  captured  and  the 
accessibility  of  this  information  invaluable  for  Patient  care  today  and 
in  the  future.  Allow  us  the  chance  to  show  you  our  product  and  meet 
to  discuss  your  needs.  You  are  welcome  to  call  or  visit  one  of  our 
customer’s  office. 


For  additional  information  please  call  ( 800  ) 754-7213  or  ( 803  ) 754-4290. 
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SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 

ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 

USAF  HEALTH 
PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 
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PAID  IV  Plus 

t 

m 

No  one  mentioned  a preauthorization.  Is  that 
something  you  can  give  her  ? By  the  way,  what 
is  a preauthorization? 

Mix-ups  like  this  throw  your  practice’s  schedule 
off  and  frustrate  patients.  So  head  off  problems, 
and  run  your  office  smoothly  with  PAID  IV  Plus. 

PAID  IV  Plus,  Companion  Technologies’  private 
label  version  of  The  Medical  Managet^fe  the 
complete  practice  management  software  system 
that's  easy  to  use.  With  just  a few  simple  keystrokes, 
you’ll  master  managed  care  functions,  including:1™ 

Quickly  checking  for  treatment 
preauthorizations  and  patient  eligibility 

Maintaining  insurance  policy  limits 

Handling  multiple  insurance  providers 
for  a single  patient 

Producing  numerous  practice  reports 
and  analyses 

Knowing  which  services  are  not  covered 

PAID  IV  Plus  actually  makes  "managed  care" 
manageable.  And  your  life  a lot  less  complex. 

Learn  what  else  PAID  IV  Plus  can  do  for  you. 

Call  Companion  Technologies  for  information  or 
to  schedule  a system  demonstration.  i 


1 -800-382-PA  ID  (7243) 
or  fax  (803)  699-2384 

PAID  IV  Plus.  Because  patients  cant  remember 
everything,  and  you  have  to . 

Vy 


Companion  Technologies 

Modern  technology  for  practice  management 
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APRIL 


Wednesday  April  2,  1997 

Columbia,  SC:  First  Floor  Conf.  Room,  James  F.  Byrnes 
Center  for  Geriatric  Medicine,  Education  and  Research 
Food  Texture  Intolerance  in  Dementia  Patients 
SPONSOR:  James  F.  Byrnes  Center  for  Geriatric  Medicine, 
Education  and  Research 

TARGET  AUDIENCE:  Physicians,  residents,  medical 
students,  nurses,  and  social  workers 
CONTACT:  N.  David  List,  MD;  (803)  734-0812 
CREDITS:  1 hour,  AMA-PRA  Category  1 

Thursday  - Friday  April  3-4,  1997 

Charleston,  SC:  Francis  Marion  Hotel 
Bridge  Run  Sports  Medicine  Conference 
SPONSOR:  Medical  University  of  South  Carolina 
TARGET  AUDIENCE:  Family  physicians,  trainers,  and 
exercise  physiologists 
CONTACT:  Ginny  Fields;  (803)  792-3446 
FACULTY:  Guest  and  MUSC  Faculty 
CREDITS:  9.75  hours,  AAFP  Prescribed 

Wednesday  April  9,  1997 

Hilton  Head,  SC:  Hyatt  Regency  Hilton  Head  Resort 
Colposcopy  Update  and  Review 
SPONSOR:  American  Academy  of  Family  Physicians 
CONTACT:  AAFP  Housing  & Registration;  1-800-274-2237 
CREDITS:  12  AAFP  Prescribed 

Wednesday  April  9,  1997 

Columbia,  SC:  Sheraton  Hotel  & Conference  Center 
Stroke  Update  1997 

SPONSOR:  Medical  University  of  South  Carolina  and  SC 
Stroke  Belt  Consortium 

BRIEF  DESCRIPTION:  To  review'  current  concepts  in  the 
comprehensive  management  of  stroke  patients. 

TARGET  AUDIENCE:  Family  physicians,  internists,  nurses, 
and  EMS  technicians 

CONTACT:  Odessa  Ussery;  (803)  792-4071 
FACULTY:  Guest  and  MUSC  Faculty 
CREDITS:  6 hours,  AMA-PRA  Category  1 


Thursday  - Friday  April  10  - 11,  1997 

Charleston,  SC:  Lightsey  Conference  Center 
Developments  in  Digestive  Diseases 
SPONSOR:  Medical  University  of  South  Carolina 
BRIEF  DESCRIPTION:  To  provide  state-of-the-art  informa- 
tion on  the  latest  diagnostic  and  therapeutic  approaches  to 
patients  with  gastrointestinal  disorders. 

TARGET  AUDIENCE:  Gastroenterologists 
CONTACT:  Rita  Oden;  (803)  792-6865 
FEE:  $350  before  March  14;  $425  after  March  14 
FACULTY:  Guest  and  MUSC  Faculty 
CREDITS:  13.5  hours,  AMA-PRA  Category  1 

Thursday  - Saturday  April  10  - 12,  1997 

Young  Harris,  GA:  Brasstown  Valley  Resort 
Neurology  for  the  Non-Neurologist 
SPONSOR:  Sch.  of  Med.,  Medical  College  of  Georgia 
CONTACT:  Division  of  Continuing  Educ.:  1-800-221-6437 
CREDITS:  Approx.  15  hours,  AMA-PRA  Category  1 

Thursday  - Sunday  April  10  - 13,  1997 

Hilton  Head,  SC:  Hyatt  Regency  Hilton  Head  Resort 
Primary  Care  in  Women ’s  Health  Conference 
SPONSOR:  American  Academy  of  Family  Physicians 
CONTACT:  AAFP  Housing  & Registration;  1-800-274-2237 
CREDITS:  26.75  AAFP  Prescribed 

Friday  April  11,  1997 

Columbia,  SC:  South  Carolina  State  Museum 
Second  Annual  Spring  Breast  Symposium  1997 
SPONSOR:  USC  School  of  Medicine  - Richland  Memorial 
Hospital  CME  Organization 

BRIEF  DESCRIPTION:  To  address  state-of-the-art  manage- 
ment of  ductal  carcinomas,  mammography,  and  the  role  of 
non-surgical  treatments  — radiation  therapy,  and  primary 
and  high  dose  chemotherapy. 

CONTACT:  Steven  C.  Hasterok,  MHA,;  (803)  434-4211 
PROGRAM  FEE:  $100,  physicians;  $75  all  others 
FACULTY:  David  Page,  MD,  Vanderbilt  University; 

Tommy  Cupples,  MD;  William  Neglia,  MD 
CREDITS:  6.5  hours,  AMA-PRA  Category  1 


Friday  - Saturday  April  11  - 12,  1997 

Columbia,  SC:  Clarion  Townhouse  Hotel 
The  19th  Annual  Carolina  Cup  Symposium:  Update  * 97  in 
Clinical  Pediatrics  and  Primary  Care  Practice 
SPONSOR:  USC  School  of  Medicine  - Richland  Memorial 
Hospital  CME  Organization 

BRIEF  DESCRIPTION:  To  update  in  trends  in  clinical  pedi- 
atrics and  primary  care  practice  with  particular  attention  to: 
drowning,  antibiotics,  the  role  of  exercise  in  primary  prev- 
ention, and  diabetes. 

TARGET  AUDIENCE:  Primary  care  physicians  and  nurse 
practitioners,  particularly  those  interested  in  pediatrics  and 
family  medicine 

CONTACT:  Steven  C.  Hasterok,  MHA,  Office  of  CME, 

3555  Harden  Street  Ext.  CEB,  Suite  100,  Columbia,  SC 
29203;  (803)  434-4211 

PROGRAM  FEE:  $150,  physicians;  $75,  all  others 
FACULTY:  James  Orlowski,  MD;  Russell  Steele,  MD;  Pat 
McBride,  MD;  John  Colwell,  MD;  R.  Larry  Dooley,  PhD 
CREDITS:  8 hours,  AMA-PRA  Category  1 

Wednesday  April  16,  1997 

Columbia,  SC:  First  Floor  Conference  Room,  James  F. 
Byrnes  Center  for  Geriatric  Medicine,  Education  and 
Research 

Grand  Rounds:  Geriatric  Quality  Care  Improvement 
SPONSOR:  James  F.  Byrnes  Center  for  Geriatric  Medicine, 
Education  and  Research 

TARGET  AUDIENCE:  Physicians,  residents,  medical 
students,  nurses,  and  social  workers 
CONTACT:  N.  David  List,  MD;  (803)  734-0812 
FACULTY:  Dr.  Richard  Allman 
CREDITS:  1 hour,  AMA-PRA  Category  1 

Thursday  April  17,  1997 

Columbia,  SC:  Dana  Mitchell  Auditorium,  Richland 
Memorial  Hospital 

Internal  Medicine  Grand  Rounds:  Prevention  and  Treat- 
ment of  Pressure  Ulcers  in  the  Elderly 
SPONSOR:  James  F.  Byrnes  Center  for  Geriatric  Medicine, 
Education  and  Research 

TARGET  AUDIENCE:  Physicians,  residents,  medical 
students,  nurses,  and  social  workers 
CONTACT:  N.  David  List,  MD;  (803)  734-0812 
CREDITS:  1 hour,  AMA-PRA  Category  1 


Saturday  - Sunday  April  19  - 20,  1997 

Augusta,  GA:  Medical  College  of  Georgia 
Eleventh  Annual  Pathology  Symposium 
SPONSOR:  School  of  Medicine,  Medical  College  of  Georgia 
CONTACT:  Div.  of  Continuing  Education;  1-800-221-6437 
CREDITS:  Approx.  16  hours,  AMA-PRA  Category  1 

Wednesday  April  23,  1997 

Columbia,  SC:  First  Floor  Conference  Room,  James  F. 
Byrnes  Center  for  Geriatric  Medicine,  Education  and 
Research 
Journal  Club 

SPONSOR:  James  F.  Byrnes  Center  for  Geriatric  Medicine, 
Education  and  Research 

BRIEF  DESCRIPTION:  Discussion  of  current  epidemiologic 
and  statistical  data  regarding  geriatrics. 

TARGET  AUDIENCE:  Physicians,  residents,  medical 
students,  nurses,  and  social  workers 
CONTACT:  N.  David  List,  MD;  (803)  734-0812 
FACULTY:  Carlton  A.  Hoening,  PhD,  MPH 
CREDITS:  1 hour,  AMA-PRA  Category  1 

Thursday  - Sunday  April  24  - 27,  1997 

Charleston,  SC:  Mills  House  Hotel 
Postgraduate  Course  in  Surgery 
SPONSOR:  Medical  University  of  South  Carolina 
BRIEF  DESCRIPTION:  To  update  on  clinical  problems  seen 
in  daily  practice  and  as  a focus  of  review  for  the  American 
Board  of  Surgery  Recertification  Examination. 

TARGET  AUDIENCE:  General  surgeons 
CONTACT:  Anne  Tokarczyk;  (803)  792-9393 
FEE:  $450  before  March  1;  $525  after  March  1 
FACULTY:  Guest  and  MUSC  Faculty 
CME  CREDITS:  21.5  hours,  AMA-PRA  Category  1 

Monday  - Saturday  April  28  - May  3,  1997 

Augusta,  GA:  Auditoria  Ctr.,  Medical  College  of  Georgia 
32nd  Annual  Primary  Care  & Family  Practice  Symposium 
SPONSOR:  School  of  Medicine,  Medical  College  of  Georgia 
CONTACT:  Div.  of  Continuing  Education;  1-800-221-6437 
CREDITS:  Approx.  52  hours,  AMA-PRA  Category  1 


MAY 


Thursday  - Sunday  May  1-4,  1997 

Charleston,  SC;  Charleston  Place  Hotel 
149th  Annual  Meeting  & Scientific  Assembly 
SPONSORS:  Medical  University  of  South  Carolina  and 
South  Carolina  Medical  Association 
BRIEF  DESCRIPTION:  Workshops,  plenary  sessions,  and 
specialty  society  sessions  for  various  specialties. 
CONTACT:  Debbie  Shealy,  ext.  223,  (803)  798-6207  in 
Columbia,  or  1-800-327-1021  statewide 


PROGRAM  FEE:  No  fee  for  SCMA  Members;  $320  for 
non-members,  $25  for  non-member  resident;  $15  for  non- 
member student;  $35  - $60  for  physician  assistants  and 
nurse  practitioners 

CREDITS:  13.25  hours,  AMA-PRA  Category  1 


Wednesday  May  14,  1997 

Columbia,  SC:  First  Floor  Conference  Room,  James  F. 
Byrnes  Center  for  Geriatric  Medicine,  Education  and 
Research 

Grand  Rounds:  Dermatology  in  the  Elderly 
SPONSOR:  James  F.  Byrnes  Center  for  Geriatric  Medicine, 
Education  and  Research 

TARGET  AUDIENCE:  Physicians,  residents,  medical 
students,  nurses,  and  social  workers 
CONTACT:  N.  David  List,  MD;  (803)  734-0812 
FACULTY:  Dr.  Annette  Lynn 
CREDITS:  1 hour,  AMA-PRA  Category  1 

Wednesday  - Friday  May  14-16,  1997 

Charlotte,  NC:  Charlotte  Convention  Center 
Carolinas  Medical  Center  Spring  Symposium 
SPONSOR:  Carolinas  Healthcare  System,  Office  of  CME 
CONTACT:  Mary  Anne  Cox,  CME  Staff  Assistant,  or 
Brenda  Wallace,  CME  Program  Asst.,  CHS/Charlotte 
AHEC  Office  of  CME,  1366  East  Morehead  Street, 
Charlotte,  NC  28204,  (704)  355-8631  or  1-800-562-7314; 
e-mail:  symposium@carolinas.org 
CREDITS:  24  hours,  AMA-PRA  Category  1 

Thursday  - Sunday  May  15  - 18,  1997 

Charleston,  SC:  Charleston  Place  Hotel 
1997  Comprehensive  Update  in  Ophthalmology 
SPONSOR:  Medical  University  of  South  Carolina 
BRIEF  DESCRIPTION:  To  update  comprehensive  and 
general  ophthalmologists  in  a variety  of  subspecialties 
which  include  Medicare  guidelines,  managed  care, 
cataracts,  IOLs,  glaucoma,  retina,  pediatrics,  plastic 
surgery,  and  neurophthalmology. 

TARGET  AUDIENCE:  Ophthalmologists 
CONTACT:  Maddie  Manuel;  (803)  792-2760 
FEE:  $350 

FACULTY:  Guest  and  MUSC  Faculty 

Saturday  - Monday  May  17  - 19,  1997 

Charleston,  SC:  Wild  Dunes  Resort 
Advanced  Endoscopy  at  the  Beach 
SPONSOR:  Medical  University  of  South  Carolina 
BRIEF  DESCRIPTION:  To  provide  the  latest  information  on 
advanced  GI  endoscopy  techniques  and  applications. 
TARGET  AUDIENCE:  Gastroenterologists 
CONTACT:  Rita  Oden;  (803)  792-6865 
FEE:  $225 

FACULTY:  Guest  and  MUSC  Faculty 
CREDITS:  13  hours,  AMA-PRA  Category  1 

Thursday  - Saturday  May  22  - 24,  1997 

Charleston,  SC:  Embassy  Suites 

Family  Medicine  Update:  New  Drug  Update 

SPONSOR:  Medical  University  of  South  Carolina 

TARGET  AUDIENCE:  Family  physicians 

CONTACT:  Ginny  Fields;  (803)  792-3446 

FEE:  $375 

FACULTY:  Guest  and  MUSC  Faculty 
CREDITS:  20  hours,  A AFP  Prescribed 


Friday  - Monday  May  23  - 26,  1997 

Charleston,  SC:  Francis  Marion  Hotel 
Spoleto  Symposium:  Medicine  in  the  Vocal  Arts 
SPONSOR:  Medical  University  of  South  Carolina 
BRIEF  DESCRIPTION:  To  update  otolaryngologists  in  the 
area  of  vocal  mechanisms  and  voice  disorders. 

TARGET  AUDIENCE:  Otolaryngologists 
CONTACT:  Lucinda  A.  Halstead,  MD;  (803)  792-7162 
FEE:  $400 

FACULTY:  Guest  and  MUSC  Faculty 
CREDITS:  21  hours,  AMA-PRA  Category  1 

Tuesday  - Saturday  May  27  - 31,  1997 

Charleston,  SC:  Charleston  Place  Hotel 
21st  Annual  Cardiology  Update  for  the  Primary  Care 
Physician 

SPONSOR:  American  College  of  Cardiology 
BRIEF  DESCRIPTION:  The  intent  of  this  program  is  to 
bring  the  most  recent  advances  in  cardiovascular  disease 
to  the  primary  care  physician. 

TARGET  AUDIENCE:  Primary  care  physicians,  internists, 
practicing  cardiovascular  specialists,  cardiovascular  nurses, 
and  physician  assistants 
CONTACT:  Odessa  Ussery;  (803)  792-4071 
FEE:  Before  May  14  - $450,  ACC  members;  $500,  non- 
members; $275,  residents;  After  May  14  - $545,  ACC 
members;  $595,  non-members;  $325,  residents 
FACULTY:  Guest  and  MUSC  Faculty 
CREDITS:  19  hours,  AMA-PRA  Category  1;  18.5  hours, 

A AFP  Prescribed 

Wednesday  May  28,  1997 

Columbia,  SC:  First  Floor  Conference  Room,  James  F. 
Byrnes  Center  for  Geriatric  Medicine,  Education  and 
Research 

Journal  Club:  Update  on  Treatment  of  Impotence 
SPONSOR:  James  F.  Byrnes  Center  for  Geriatric  Medicine, 
Education  and  Research 

BRIEF  DESCRIPTION:  Discussion  of  current  articles  on 
treatment  of  impotence  in  the  elderly. 

TARGET  AUDIENCE:  Physicians,  residents,  medical 
students,  nurses,  and  social  workers 
CONTACT:  N.  David  List,  MD,  MPH;  (803)  734-0812 
FACULTY:  N.  David  List,  MD,  MPH 
CREDITS:  1 hour,  AMA-PRA  Category  1 

Wednesday  - Saturday  May  28  - 31,  1997 

Charleston,  SC:  Charleston  Place  Hotel 
Cardiology  for  the  Primary  Care  Physician  During  Spoleto 
Festival  USA  1997 

SPONSOR:  American  College  of  Cardiology 
CONTACT:  Registration  Secretary,  Extramural  Programs 
Dept.,  American  College  of  Cardiology,  9111  Old 
Georgetown  Road,  Bethesda,  MD  20814-1699,  (301)  897- 
2695  or  1-800-253-4636,  ext.  695 
CREDITS:  19  hours,  AMA-PRA  Category  1 


JUNE 


Wednesday  June  4,  1997 

Columbia,  SC:  First  Floor  Conference  Room,  James  F. 
Byrnes  Center  for  Geriatric  Medicine,  Education  and 
Research 

Research  Conf.:  Drug  Therapy  of  Alzheimer’s  Disease 
SPONSOR:  James  F.  Byrnes  Center  for  Geriatric  Medicine, 
Education  and  Research 

BRIEF  DESCRIPTION:  Discussion  of  current  drug  therapy 
for  the  elderly. 

TARGET  AUDIENCE:  Physicians,  residents,  medical 
students,  nurses,  and  social  workers 
CONTACT:  N.  David  List,  MD;  (803)  734-0812 
FACULTY:  Randy  Rowen,  PharmD 
CREDITS:  1 hour,  AMA-PRA  Category  1 

Monday  - Friday  June  9-13,  1997 

Charleston,  SC:  Kiawah  Island 
Radiology  2000:  More  Than  Images 
SPONSOR:  Medical  University  of  South  Carolina 
BRIEF  DESCRIPTION:  To  update  practicing  radiologists  on 
the  current  topics,  concepts,  and  issues  relative  to  the  use 
of  diagnostic  radiology  in  their  everyday  practice 
TARGET  AUDIENCE:  Radiologists 
CONTACT:  Clydie  de  Brux;  (803)  792-4267 
FEE:  $450  before  May  1;  $500  after  May  1 
FACULTY:  Guest  and  MUSC  Faculty 
CREDITS:  16  hours,  AMA-PRA  Category  1 

Tuesday  - Saturday  June  10  - 14,  1997 

Hilton  Head  Island,  SC:  The  Westin  Resort 
Sixth  Annual  Advanced  Cardiovascular  Interventions 
Symposium 

SPONSOR:  Office  of  CME  and  Alumni  Affairs,  The  School 
of  Medicine,  University  of  North  Carolina  at  Chapel  Hill 
TARGET  AUDIENCE:  Interventional  cardiologists,  invasive 
cardiologists,  directors  of  cardiology  services,  cardiac  cath 
lab  managers,  and  others  interested  in  interventional 
procedures 

CONTACT:  Mary  Anne  Cox;  1-800-562-7314 
PROGRAM  FEE:  $750 

CME  CREDITS:  18  hours,  AMA-PRA  Category  1 


Monday  - Saturday  June  16  - 21,  1997 

Charleston,  SC:  Wild  Dunes  Resort 

Intensive  Review  of  Family  Medicine 

SPONSOR:  Medical  University  of  South  Carolina 

TARGET  AUDIENCE:  Family  physicians 

CONTACT:  Ginny  Fields;  (803)  792-3446 

FEE:  $595 

FACULTY:  Guest  and  MUSC  Faculty 
CREDITS:  42  hours,  AAFP  Prescribed 

Wednesday  - Saturday  June  18  - 21,  1997 

Hilton  Head,  SC:  Conference  Center,  Sea  Pines  Resort 
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Diabetes  mellitus  has  profound  physical, 
emotional,  and  economic  effects  on  diabetic 
individuals,  their  families,  and  society.1-2  In 
1994,  South  Carolina  ranked  second  in  preva- 
lence of  diabetes  among  all  50  states.  Dia- 
betes was  listed  as  the  sixth  leading  cause  of 
death  in  South  Carolina  in  1994.3  It  has  been 
estimated  that  about  $61  million  direct  costs 
of  hospitalization  in  South  Carolina  in  1994 
were  related  to  people  with  a primary  diagno- 
sis of  diabetes.4 

The  burden  of  diabetes  in  South  Carolina  is 
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expected  to  continue  to  increase  in  the  next 
decades  as  the  population  increases  among 
older  and  minority  populations,5  who  are  at 
increased  risk  of  diabetes. u-6  Individuals  with 
diabetes  need  frequent  access  to  health  care. 
The  implementation  of  standards  of  diabetes 
care  by  people  with  diabetes  and  health  pro- 
fessionals7 should  be  ensured  through  dia- 
betes communication  programs.  A Primary 
Care  Physician  Survey  (PCPS),  funded  by  the 
Diabetes  Control  Program  in  the  South  Car- 
olina Department  of  Health  and  Environmen- 
tal Control,  has  been  conducted  by  the  Dia- 
betes Initiative  of  South  Carolina.8  However, 
the  PCPS  focused  mainly  on  physicians’ 
practice  of  standards  of  diabetes  care  for  peo- 
ple with  diabetes.  So  far,  standards  of  dia- 
betes care  practiced  by  people  with  diabetes 
in  South  Carolina  are  unknown.  This  study 
uses  the  Behavioral  Risk  Factor  Surveillance 
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System  (BRFSS)  to  describe  the  prevalence 
of  diabetes  among  different  populations  in 
South  Carolina  and  to  illustrate  health  related 
problems  among,  and  standards  of  diabetes 
care,  by  people  with  diabetes. 

METHODS 

The  BRFSS  is  an  ongoing  telephone  inter- 
view survey  to  study  statistics  of  various  dis- 
eases and  related  health  behaviors  and  per- 
ceptions among  persons  aged  18  years  and 
older.  Study  participants  are  selected  through 
the  Mitofsky-Waksberg’s  random  digit  dial- 
ing method.9  Questions  about  diabetes  aware- 
ness were  added  to  the  South  Carolina 
BRFSS  in  1988. 

Respondents  were  asked  questions  related 
to  diseases  and  health  related  behaviors.  For 
example,  one  question  was:  “Have  you  ever 
been  told  by  a doctor  that  you  have  dia- 


betes?” In  this  study,  respondents  were  classi- 
fied as  diabetic  if  they  reported  yes  to  above 
question,  except  for  pregnant  women  who  are 
included  in  nondiabetic  groups.  All  questions 
were  self  reported  by  participants. 

Statistical  analyses  were  performed  using 
SUDAAN,10  which  uses  the  South  Carolina 
population  to  account  for  the  complex  study 
design.  Analyses  for  prevalence  of  diabetes 
were  based  on  surveys  of  three  aggregated 
years  conducted  between  January  1992,  and 
December  1994,  with  a total  of  6,231  partici- 
pants. Prevalence  of  diabetes,  distribution  of 
health-related  problems,  and  standards  of  dia- 
betes care  were  obtained  by  direct  estimation. 

RESULTS 

There  were  6,231  selected  participants  in  a 
three-year  aggregated  period  from  1992  to 
1994.  Of  those,  403  individuals  reported  that 


TABLE  1 


AVERAGE  ANNUAL  PREVALENCE  OF  SELF-REPORTED  DIAGNOSED  DIABETES  BY 

AGE,  RACE,  AND  GENDER,  SC,  1992-1994* 


Age  (in  years) 

Men 

Women 

Race 

Prevalence 

95%Clf 

Prevalence 

95%  CI^ 

18-44 

[15,255] 

[18,322] 

White 

1.8 

0.9-  2.7 

2.3 

1.4-  3.1 

African  American 

2.5 

i 

oo 

o 

2.6 

1.3-  4.0 

45-64 

[29,199] 

[26,128] 

White 

7.9 

5.9-  10.3 

5.5 

3.6-  7.3 

African  American 

14.4 

6.4-  22.4 

14.4 

9.5-  19.3 

65+ 

[23,192] 

[36,602] 

White 

11.1 

7.5-  14.8 

11.2 

8.5-  14.0 

African  American 

25.9 

o 

d 

i 

°o 

26.4 

19.3-  33.5 

Cl,  confidence  interval 

[ ],  directly  estimated  average  annual  number  of  people  with  self-reported  diagnosed  diabetes  in  South 
Carolina  between  1992  and  1994. 

*,  Prevalence  of  other  races  could  not  be  estimated. 
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they  had  been  told  by  a doctor  that  they  have 
diabetes;  5,814  individuals  answered  “no”  to 
the  self  reported  diabetes  question;  and  14 
individuals  refused  to  answer  the  question. 
The  overall  average  annual  prevalence  of  self 
reported  diabetes  between  1992  and  1994  was 
5.7  percent,  which  implies  about  152,587 
South  Carolinians  with  diagnosed  diabetes  in 
1994. 

The  prevalence  of  diabetes  increased  signif- 
icantly with  age.  Women  had  a slightly  higher 
prevalence  than  men,  except  for  whites  aged 
45-64  years.  African  Americans  had  higher 
prevalence  than  whites.  Among  women  aged 
45-65  and  >65  years  in  particular,  African 
Americans  had  a significantly  higher  preva- 
lence of  diabetes  than  whites  (Table  1). 


More  than  three-quarters  of  diabetic  indi- 
viduals have  some  kind  of  health  care  cover- 
age, including  health  insurance,  prepaid  plans 
such  as  Health  Maintenance  Organizations 
(HMOs),  or  government  plans  such  as  Medi- 
care. About  22  percent  of  people  with  dia- 
betes reported  that  they  needed  to  see  a doc- 
tor, but  could  not  because  of  the  cost.  Among 
those  individuals  with  diabetes,  about  50  per- 
cent had  no  leisure  time  physical  activities 
during  the  past  month,  were  overweight,  or 
had  high  blood  pressure.  About  16  percent  of 
people  with  diabetes  smoked  cigarettes,  29 
percent  had  high  blood  cholesterol,  and  20 
percent  used  alcoholic  beverages  during  the 
past  month  (Table  2). 

Of  people  with  diabetes  who  were  inter- 


TABLE  2 

PERCENTAGE  WITH  HEALTH-RELATED  PROBLEMS  AMONG  PEOPLE  AGE  18  OR 
OLDER  WITH  SELF-REPORTED  DIAGNOSED  DIABETES,  SC,  1992-1994 


Questions 

Answered  Yes  (% 

) 95%  Clt 

[N=148,698]' 

Do  you  have  any  kind  of  health  care  coverage? 

86.2 

82.3-90.1 

Did  you  need  to  see  a doctor  but  could  not  due  to  cost  last  year? 

22.3 

17.5-27.0 

Did  you  participate  in  any  physical  activities/exercises  last  month? 

52.8 

47.1-58.5 

Do  you  smoke  cigarettes  now? 

15.7 

11.8-19.6 

Overweight  computed  from  BMI$ 

49.1 

43.4-54.8 

[N=146,754]2 

Have  you  ever  been  told  by  a doctor  or  other  health  professional  that 

you  have¥ 

High  blood  pressure 

60.9 

54.2-67.5 

High  blood  cholesterol 

29.2 

22.3-36.0 

Have  you  had  any  beer,  wine  or  liquor  during  the  past  month  ?^ 

20.0 

14.5-25.6 

f , Cl,  confidence  interval. 

[ j1,  directly  estimated  average  annual  number  of  people  age  18  and  older  with  self-reported 
diagnosed  diabetes  in  South  Carolina  between  1992  and  1994. 

[ ]2,  directly  estimated  average  annual  number  of  people  age  18  and  older  with  self-reported 
diagnosed  diabetes  in  South  Carolina  between  1992  and  1993. 
t BMI,  body  mass  index  was  computed  from  self-reported  weight  and  height  (overweight, 

BMI>27.8  kg/m2  for  men  and  27.3  kg/m2  for  women). 

¥,  two  year  average  between  1992  and  1993. 
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Table  3.  Percentage  of  Health  Care  among  People  Age  18  or  Older  with  Self  Reported  Diabetes,  SC,  1994* 


Questions  Answered  (%) 

95%  Cl* 

[N=1 52,587] 

Time  since  first  diagnosed  with  diabetes 

Within  5 years 

35.4 

23.8-46.9 

Six  to  ten  years 

18.0 

9.3-26.7 

More  than  ten  years 

42.8 

31.2-54.3 

Unknown  or  refused 

3.8 

0.2-  7.4 

Are  you  now  taking  insulin? 

Yes 

51.2 

39.8-62.6 

Currently,  about  how  often  do  you  use  insulin? 

Twice  per  day 

26.2 

16.5-35.9 

Once  per  day 

24.4 

13.4-35.4 

About  how  often  do  you  check  your  blood  for  glucose* 

At  least  once  per  day 

29.2 

19.1-39.3 

At  least  once  per  week 

35.6 

23.7-47.4 

At  least  once  per  month 

15.5 

6.9-24.1 

At  least  once  per  year 

13.2 

6.3-20.1 

Never 

3.3 

0.0-  7.2 

Unknown  or  refused 

3.2 

0.0-  7.0 

About  how  many  times  in  the  last  year  have  you  seen  a doctor  or  other  health  professional  for  you  diabetes? 

Nine  to  twelve  or  more  times 

8.3 

3.0-13.6 

Five  to  eight  times 

12.0 

4.6-19.4 

One  to  four  times 

51.0 

39.2-62.7 

None 

16.3 

7.0-25.8 

Unknown  or  refused 

12.3 

4.6-20.1 

Have  you  ever  heard  of  glycosylated  hemoglobin  (HbA,c)? 

32.1 

20.8-43.4 

About  how  many  times  in  the  last  year  has  a doctor  or  other  health  professional  checked  you  for  HbA,c? 

Three  to  six  times 

9.0 

0.0-18.0 

Twice 

3.2 

0.3-  6.2 

Once 

8.9 

2.5-15.3 

Unknown  or  refused 

78.9 

68.5-89.3 

About  how  many  times  in  the  last  year  has  a health  professional  checked  your  feet  for  any  sores  or  irritations? 

Three  to  six  times 

15.9 

7.4-24.4 

Twice 

13.3 

4.4-22.4 

Once 

12.7 

5.7-19.7 

None 

28.3 

18.5-38.1 

Unknown  or  refused 

29.8 

18.5-41.0 

When  was  the  last  time  you  had  a dilated  eye  exam?* 

Within  last  month 

23.8 

14.1-33.6 

Within  last  year 

30.6 

19.3-41.7 

Within  the  past  2 years 

14.4 

5.8-23.0 

Two  or  more  years 

18.0 

9.1-27.0 

Never 

8.4 

2.0-14.8 

Unknown  or  refused 

4.8 

0.1-  9.6 

How  much  of  the  times  does  your  vision  limit  you  in  recognizing  people  or  objects  across  the  street? 

All  of  the  time 

17.1 

7.6-26.6 

Most  of  the  time 

12.8 

4.8-20.8 

Some  of  the  time 

13.8 

5.9-21.7 

A little  bit  of  the  time 

5.9 

0.7-11.2 

None  of  the  time 

44.5 

33.0-56.0 

Unknown  or  refused 

5.9 

0.8-10.8 

How  much  of  the  time  does  your  vision  limit  you  in  reading  print  in  a newspaper,  ....  or  numbers  on  the  telephone? 

All  of  the  time 

29.0 

18.0-39.9 

Most  of  the  time 

6.1 

1.5-10.8 

Some  of  the  time 

24.8 

14.6-34.9 

A little  bit  of  the  time 

6.4 

2.1-10.8 

None  of  the  time 

30.6 

19.7-41.5 

Unknown  or  refused 

3.1 

0.0-  7.0 

How  much  of  the  time  does  your  vision  limit  you  in  watching  TV? 

All  of  the  time 

9.6 

1.5-17.7 

Most  of  the  time 

2.4 

0.0-  5.4 

Some  of  the  time 

13.0 

6.0-19.9 

A little  bit  of  the  time 

9.7 

2.6-16.9 

None  of  the  time 

62.2 

50.8-73.6 

Unknown  or  refused 

3.1 

0.0-  7.0 

t,  Cl,  confidence  interval. 

[],  directly  estimated  number  of  people  age  18  and  older  with  self  reported  diagnosed  diabetes  in  South  Carolina  in  1994. 
t,  most  frequent  one  was  selected. 

*,  % of  answered  yes  is  based  on  survey  between  April  and  December  of  1994. 
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viewed  between  April  and  December  of 
1994,  more  than  one-third  had  this  disease 
first  diagnosed  within  the  past  five  years, 
approximately  5 1 percent  were  taking  insulin, 
and  29  percent  checked  blood  glucose  at  least 
once  a day.  Over  70  percent  of  individuals 
with  diabetes  had  seen  a doctor  for  their  dia- 
betes at  least  once  in  the  last  year.  Only  21 
percent  had  a health  professional  check  their 
glycosylated  hemoglobin  (HbAlc),  although 
32  percent  had  heard  of  HbAlc.  In  addition, 
about  28  percent  had  not  had  their  feet  exam- 
ined in  the  last  year  and  had  not  had  a dilated 
eye  exam  for  more  than  two  years.  Around 
one  to  two-thirds  of  individuals  either  had  no 
vision  problems  or  were  not  sure  about  their 
vision  problems  (Table  3). 

DISCUSSION 

South  Carolina  ranked  second  in  the  nation  in 
prevalence  (5.7  percent)  of  self  reported  diag- 
nosed diabetes  in  1994.  It  was  estimated  that 
152,587  South  Carolinians  age  18  and  above 
lived  with  diagnosed  diabetes  in  1994.  Stud- 
ies have  indicated  that  for  each  diagnosed 
diabetic  individual,  there  was  one  person  with 
undiagnosed  diabetes,11  which  means  that 
there  may  have  been  305,174  individuals 
with  diabetes  in  South  Carolina  in  1994.  Fur- 
thermore, diabetes  was  listed  as  the  sixth 
leading  cause  of  death  in  South  Carolina  in 
1994.3 

South  Carolinians  had  higher  age-,  race-, 
and  gender-specific  prevalence  of  diabetes 
than  results  from  national  surveys.6  South 
Carolina  had  similar  patterns  when  compared 
to  national  results,  in  that  women  had  slightly 
higher  prevalence  than  men  and  African 
Americans  had  higher  prevalence  than  white 
Americans.  The  prevalence  of  diabetes  and 
patterns  of  prevalence  in  this  study  are  very 
comparable  to  that  in  a previous  study  in  two 
South  Carolina  communities.12 

The  health  care  system  in  South  Carolina 
still  faces  challenges.  There  were  gaps 
between  the  standards  of  diabetes  care  for 
people  with  diabetes  as  recommended  by  the 
American  Diabetes  Association  (ADA)7  and 


the  care  practiced  by  diabetic  individuals  and 
health  professionals.  About  22  percent  of  dia- 
betic individuals  needed  to  see  a doctor  but 
could  not  because  of  cost.  Many  diabetic 
individuals  are  physically  inactive,  smoke 
cigarettes,  drink  alcoholic  beverages,  and  are 
overweight,  which  are  predominant  risk  fac- 
tors for  diabetes-related  complications. 

Controlling  high  blood  pressure  and  reduc- 
ing blood  cholesterol  in  people  with  diabetes 
are  very  necessary  because  a higher  propor- 
tion were  identified  having  these  problems. 
Preventing  and  treating  diabetic  complica- 
tions were  also  important  because  more  than 
60  percent  of  persons  with  diabetes  had  it 
diagnosed  more  than  six  years  ago  and  40 
percent  of  people  with  diabetes  had  it  diag- 
nosed more  than  10  years  ago. 

Among  those  diabetic  individuals,  51  per- 
cent of  people  were  taking  insulin.  Nutrition 
plan  and  weight  management  may  be  part  of 
nonpharmacologic  diabetes  therapy.  Further 
study  is  needed  to  focus  on  dietary  practice 
and  weight  management  among  diabetic  indi- 
viduals. 

The  results  from  PCPS8  concerning  physi- 
cian visits,  HbAlc  tests,  foot  exams,  and  eye 
exams  are  quite  dissimilar  from  BRFSS.  For 
example,  in  the  PCPS,  97  percent  of  physi- 
cians reported  that  they  meet  the  ADA’s 
guidelines  in  frequency  of  visits  for  their 
patients.  However,  the  BRFSS  indicates  that 
at  least  12  percent  of  people  with  diabetes 
had  not  seen  a doctor  or  other  health  profes- 
sional for  their  diabetes  in  the  last  year.  In  the 
PCPS,  58  percent  of  physicians  reported  that 
they  had  about  half  of  their  patients’  HbAlc 
checked  at  least  quarterly.  In  the  BRFSS, 
only  21  percent  of  people  with  diabetes 
reportedly  had  been  checked  for  HbAlc. 

The  higher  proportion  of  people  with  dia- 
betes who  have  vision  impairment  may  cause 
more  frequent  eye  exams  compared  to  other 
routine  exams.  About  54  percent  had  a dilated 
eye  exam  during  the  last  year.  The  percentage 
of  diabetic  individuals  having  a dilated  eye 
exam  needs  to  be  increased  since  more  than 
60  percent  of  people  have  been  diagnosed 
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with  diabetes  for  more  than  six  years. 
Nonetheless,  preventing  symptoms,  acute 
complications,  and  cardiovascular  and  neuro- 
pathic diseases  attributable  to  diabetes  is  the 
ultimate  goal  to  prolong  life  expectancy  and 
to  improve  quality  of  life  among  people  with 
diabetes. 

Some  limitations  in  this  study  exist.  This 
study  excluded  diabetes  during  pregnancy 
because  it  could  not  distinguish  gestational 
diabetes  mellitus  from  diabetes  prior  to  preg- 
nancy. This  study  does  not  separate  insulin- 
dependent  diabetes  mellitus  from  non-insulin 
dependent  diabetes  mellitus,  but  generally,  90 
percent  of  diabetes  are  non-insulin 
dependent.12  Because  all  responses  to  BRFSS 
are  self  reported,  true  problems  may  be  over 
or  underestimated,  which  may  account  for  the 
differences  in  results  between  PCPS  and 
BRFSS.  Additionally,  the  number  of  patients 
with  diabetes  seen  by  a physician  included  in 
the  PCPS  and  the  distribution  of  therapy 
regime  may  vary,  which  may  have  effects  on 
the  disparity  between  the  PCPS  and  BRFSS 
results. 

SUMMARY 

In  conclusion,  South  Carolina  has  a higher 
prevalence  of  diabetes  compared  to  the 
national  average.  Age  is  a major  factor  asso- 
ciated with  increased  prevalence.  African 
Americans  had  a disproportionately  higher 
prevalence  of  diabetes  relative  to  white 
Americans  in  South  Carolina.  Compared  to 
the  standards  of  diabetes  care  recommended 
by  the  ADA,7  health  care  practice  by  people 
with  diabetes  and  health  professionals  still 
needs  to  be  improved.  Diabetes  communica- 
tion programs,  including  diabetes  education 


for  people  with  diabetes  and  health  profes- 
sional education,  continue  to  be  necessary  for 
the  improvement  of  diabetes  care.  D 
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CORTICAL  BLINDNESS  AS  A COMPLICATION 
OF  ACUTE  GLOMERULONEPHRITIS* 


JAMES  R.  STALLWORTH,  M.  D.** 
ROBERT  L.  WALDRON,  M.  D. 


Acute  cortical  blindness  in  children  may  fol- 
low several  conditions:  notably  bacterial 
meningitis,  head  trauma,  acute  cerebral  anox- 
ia, seizures,  migraines,  cerebral  arteriography, 
irreversible  brain  damage  (cerebral  infarc- 
tion), carbon  monoxide  poisoning,  encephali- 
tis, or  the  leukodystrophies.2  It  may  be  also 
seen  as  a complication  of  hypertensive 
encephalopathy  in  the  preeclampsia/eclamp- 
sia syndrome.6  However,  the  association  of 
hypertension  in  acute  glomerulonephritis 
complicated  by  cortical  blindness  is  seen 
rarely  in  children.  In  a review  of  the  litera- 
ture, there  is  reported  a case  of  this  associa- 
tion seen  in  an  adolescent  female  and  a case 
of  a nine-year-old  uremic  male  with  cortical 
blindness  and  hypertension.2,4  Also  there  is  a 
report  of  a 14-year-old  male  whose  cortical 
blindness  was  associated  with  glomeru- 
lonephritis but  who  also  had  encephalitis.5 

We  report  a case  of  a nine-year-old  black 
male  who  presented  with  acute  hypertension, 
glomerulonephritis,  and  cortical  blindness.  A 
CT  scan  was  compatible  with  ischemic 
changes  in  parasagittal  areas  of  the  occipital 
lobes  bilaterally.  With  aggressive  treatment 
the  patient  had  normal  vision  within  three 
days. 

CASE  REPORT 

A nine-year-old  black  male  presented  to  an 
outlying  emergency  room  after  experiencing 
a generalized  tonic  clonic  seizure  lasting 


*From  the  department  of  Pediatrics  and  Radiology, 
University  of  South  Carolina  School  of  Medicine  and 
Richland  Memorial  Hospital,  Columbia,  SC. 

** Address  correspondence  to  Dr.  Stallworth  at  the 
Department  of  Pediatrics,  5 Richland  Medical  Park, 
ACC2,  Columbia,  SC  29203. 


approximately  five  minutes.  Four  days  previ- 
ously his  local  physician  had  placed  him  on 
amoxicillin  for  impetigo.  Since  that  time  he 
had  complained  of  intermittent  headache  with 
nausea.  He  experienced  one  episode  of  non- 
bilious  vomiting  the  night  prior  to  the  emer- 
gency room  visit. 

In  the  emergency  room,  he  was  noted  to  be 
postictal.  His  vital  signs  were  stable.  His 
blood  pressure  was  150/90  mm  Hg.  He 
received  10  mg  of  diazepam  and  was  trans- 
ferred to  Children’s  Hospital  of  Richland 
Memorial. 

On  arrival,  he  was  alert  and  oriented  but 
complained  of  blindness.  Vital  signs  revealed 
a temperature  of  38.6°C  orally,  pulse  131 
beats  per  minute,  respirations  22/min,  and  a 
blood  pressure  of  150/108  mm  Hg.  He 
weighed  50.1  kg.  He  appeared  slightly  puffy 
and  had  mild  pretibial  edema.  His  ophthalmo- 
logic exam  revealed  normal  disc  margins. 
His  pupils  were  equal  and  reactive  to  light. 
Corneal  reflexes  were  intact.  He  was,  howev- 
er, “unable  to  see.”  His  neurologic  exam  was 
normal.  Healing  impetiginous  lesions  were 
noted  on  both  lower  extremities.  The  remain- 
der of  the  exam  was  normal. 

A CBC  revealed  a hemoglobin  of  11.2  g/L 
with  a hematocrit  of  32.5  and  a platelet  count 
of  500  X 109.  His  white  count  was  26  X 
109/L  with  .69  polys,  .06  bands,  .15  lymphs, 
.07  monocytes  and  .03  reactive  lymphs.  A 
urinalysis  appeared  tea  colored.  Microscopic 
examination  revealed  packed  red  cells  with 
20-25  white  cells  per  highpower  field.  On 
dipstick  there  was  3+  protein  and  4+  occult 
blood.  Nitrite  was  negative.  No  red  blood 
cell  casts  were  seen.  The  patient  had  a posi- 
tive sickledex.  The  hemoglobin  electrophore- 
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Figure  la.  Cortical  blindness  as  a complication  of 
acute  glomerulonephritis. 


Figure  lb.  Cortical  blindness  as  a complication  of 
acute  glomerulonephritis 

sis  confirmed  sickle  trait.  A spinal  tap  was 
normal.  No  opening  pressure  was  obtained. 
His  electrolytes  were  normal  with  a serum 
urea  nitrogen  of  11  mg/dL  and  serum  creati- 
nine of  1.0  mg/dL.  A serum  albumin  was  3.5 
g/dL.  A CT  scan  of  the  head  revealed  areas  of 


decreased  density  in  the  occipital  lobes  bilat- 
erally extending  into  the  parasagittal  aspects 
of  both  parietal  lobes  (see  figure).  Four  hours 
after  admission,  the  patient  had  another  gen- 
eralized seizure.  His  blood  pressure  was 
160/110  mm  Hg.  He  was  treated  aggressively 
with  furosemide,  hydralazine,  diazoxide  and 
phenobarbital.  His  blood  pressure  stabilized 
at  130/76  mm  Hg  and  his  seizure  activity 
ceased. 

Ophthalmology  consultation  was  obtained 
and  concurred  with  a diagnosis  of  cortical 
blindness.  A routine  EEG  obtained  on  day 
two  of  admission  was  normal.  (Computer 
averaged  EEG  responses  to  visual  stimulation 
was  not  done.)  Other  pertinent  labs  included  a 
depressed  complement-3  level  of  18mg/dL, 
an  antistreptolysin  O titer  of  333  Todd  inter- 
national units,  an  initial  antiDnase  B of  less 
than  1:60  which  rose  to  greater  than  1:1360,  a 
Westergren  sedimentation  rate  of  56mm/hr 
and  a negative  antinuclear  antibody.  A renal 
ultrasound  was  normal. 

The  patient’s  sight  returned  to  normal  on 
day  three  of  admission  and  the  remainder  of 
the  hospitalization  was  uneventful.  He  was 
treated  with  erythromycin,  bed  rest,  and  a low 
sodium  diet  and  had  no  further  episodes  of 
hypertension.  The  patient  had  a documented 
2.5  kilogram  weight  loss.  He  was  discharged 
on  the  sixth  hospital  day.  At  follow-up  two 
weeks  later,  the  patient  was  without  com- 
plaints. His  blood  pressure  was  116/70  mm 
Hg.  His  ophthalmological  exam  was  normal. 
His  serum  complement  level  was  102  mg/dL. 
His  urinalysis  was  yellow  in  appearance  and 
negative  for  protein.  Fifty  to  55  red  blood 
cells  per  highpower  field  were  present. 

DISCUSSION 

This  case  demonstrates  complications  of  post 
streptococcal  AGN:  hypertension,  seizures 
and  cortical  blindness.  Bergman  has  reviewed 
the  EEG  findings  of  cortical  blindness:  poste- 
rior slow  waves  with  absent  alpha  rhythm 
while  the  patient  is  awake.3  Though  our 
patient  did  not  demonstrate  evidence  of  elec- 
troencephalographic  abnormalities  seen  in 
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this  diagnosis,  lack  of  such  findings  on  stan- 
dard EEG  testing  is  not  unusual.  However, 
this  case  does  fulfill  the  diagnostic  criteria  for 
cortical  blindness:  loss  of  vision  in  the  pres- 
ence of  normal  pupillary  reflexes  without  sig- 
nificant ophthalmologic  disease.  The  recov- 
ery time  is  in  keeping  with  documented  cases 
of  cortical  blindness  in  children.  The  etiology 
of  cortical  blindness  in  this  case  is  felt  to  be 
ischemia  as  a result  of  cerebral  arterial  spasm 
secondary  to  hypertension.  The  CT  scan  sup- 
ports this  hypothesis  using  the  model  of  the 
preeclampsia-eclampsia  syndrome — specifi- 
cally low  density  area  foci  in  white  matter  of 
the  occipital  lobes.  It  is  interesting  to  note 
that  Aldrich  et  al  report  a poor  prognosis  in 
patients  with  cortical  blindness  who  demon- 
strate bioccipital  lobe  lucencies  on  CT  scan.1 
None  of  the  patients  studied  in  their  series 
regained  good  vision  (most  of  their  patients 
were  adults  and  some  of  the  CT  scans  were 
performed  up  to  one  week  after  the  onset  of 
blindness.)  Therefore,  a CT  scan  does  not 
necessarily  differentiate  between  ischemia 
with  edema  and  acute  infarct,  nor  should  it  be 
used  solely  as  a prognostic  indicator  in  a 
patient  with  cortical  blindness. 


SUMMARY 

This  case  documents  acquired  reversible  cor- 
tical blindness  as  a complication  of  hyperten- 
sion secondary  to  acute  glomerulonephritis 
and  emphasizes  the  importance  of  recogniz- 
ing this  complication  in  children.  The  etiolo- 
gy of  the  cortical  blindness  is  felt  to  be  sec- 
ondary to  ischemia  with  edema  from  arterial 
spasm.  Results  of  a CT  scan  of  the  head  and 
lack  of  clinical  sequelae  support  this  asser- 
tion. □ 
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The  following  SCMA  physicians  are  recent  recipients  of  the  AMA’s  Physician  Recognition 
Award.  This  award  is  official  documentation  of  Continuing  Medical  Education  hours  earned. 


Joel  S.  Dekle,  M.  D. 
William  H.  Hester,  M.  D. 
Leta  C.  Lamb,  M.  D. 
Carl  Siao-Te  Li,  M.  D. 
Richard  N.  Myers,  M.  D. 
Harold  R.  Nicolette,  D.  O. 
Howard  H.  Poston,  M.  D. 
Martin  L.  Schlein,  M.  D. 
Ervin  B.  Shaw,  M.  D. 
Jeffrey  K.  Smith,  M.  D. 


THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 


706-724-7506 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE: 


SCMA  NEWSLETTER 


A PUBLICATION  OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
Audria  L.  Belton,  Editor  Contributions  welcomed 

(803)  798-6207,  in  Columbia  1-800-327-1021,  outside  Columbia 
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Interest  Rate  Update:  The  Health  Care  Financing  Admin- 
istration (HCFA)  increased  the  interest  rate  for  over- 
payments and  underpayments  to  13.625  percent  effec- 
tive January  23, 1997.  Medicare  applies  this  interest  rate 
to  refunds  that  providers  owe  after  Medicare  overpays 
their  claims.  Medicare  also  applies  this  interest  rate  to  the 
amount  Medicare  owes  providers  when  the  benefits  have 
not  been  paid  within  30  days  of  an  appeal  or  hearing  deter- 
mination. 

New  Claim  Development  Policy:  Many  providers  com- 
plete the  HCFA  1500  (12/90)  claim  form  incorrectly. 
They  enter  invalid  codes  or  leave  blank  spaces  where  crit- 
ical information  should  be.  If  the  claim  does  not  have 
the  following  information  completed  in  its  entirety, 
Medicare  will  return  the  claim  to  you  or  the  claim  will 
be  denied  on  your  remittance.  In  either  case,  you 
should  correct  the  claim  and  submit  it  to  Medicare. 

1 . Date  of  Service:  Complete  both  the  “from”  and 
“to”  dates  in  24A. 

2.  Place  of  Service:  Place  of  Service  (POS)  code 
in  Item  24B  should  be  tw'o-  position,  numeric 
codes.  On  page  15  of  the  April  1995  Medicare 
Advisory  you  will  find  a complete  list  of  POS 
codes. 

3.  Procedure  Codes:  Always  make  sure  you  use 
a valid  procedure  code  in  Item  24D.  When  in 
doubt,  consult  your  current  CPT  and  HCPCS 
manuals  for  valid  codes.  Do  not  use  the  1997 
coding  manuals  for  dates  of  service  that  occurred 
in  1996. 

4.  Not  Otherwise  Classified  Codes:  The  CPT  and 
HCPCS  coding  systems  contain  several  “Not 


Otherwise  Classified”  (NOC)  codes.  You  should 
report  these  codes  if  you  are  unable  to  locate  one 
more  specific  to  your  service.  These  claims  must 
be  filed  hardcopy,  and  the  NOC  code  should  be 
in  Item  24D.  Be  sure  to  include  documentation 
to  support  the  service  or  supply  provided.  If  the 
supply  is  a drug,  indicate  the  amount  used. 

5.  Days  or  Units:  Bill  the  number  of  services  (days, 
units,  time  involved)  in  Item  24G. 

6.  Submitted  Charge  for  Procedure  Filed. 

If  you  do  not  know'  how  to  file  a claim,  you  may  regis- 
ter for  one  of  Medicare’s  Basic  Billing  Workshops  w hich 
are  listed  on  page  23  of  the  March  1997  Medicare  Advi- 
sory. 


Physician  Fee  Schedule  Update : The  follow  ing  changes 
to  the  Medicare  Physician  Fee  Schedule  will  go  into  effect 
April  1,  1997: 


Code 

Far  Amount 

Non-Par 

Amount 

limiting 

Charge 

G0053 

- This  code  will  be  subject  to  the 
dure  reduction. 

multiple  proce 

G0084 

61.24 

58.18 

66.91 

G0089 

59.34 

56.37 

64.83 

G0090 

72.67 

69.04 

79.40 

G0091 

82.06 

77.96 

89.65 

G0092 

92.05 

87.45 

100.57 

G0093 

119.62 

113.64 

130.69 

G0094 

134.16 

127.45 

145.57 

G0901 

42.79 

40.65 

46.75 
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MEDICAID  UPDATE 


Prior  Approvals:  Effective  February  1,  1997,  prior 
approval  for  hysterectomies  will  be  performed  at  the 
Columbia  office  of  Carolina  Medical  Review.  Completed 
forms  should  be  mailed  to  the  following  address:  Car- 
olina Medical  Review,  Attn:  Hysterectomy  Review,  101 
Executive  Drive,  Suite  123,  Columbia,  SC  29210. 


Expansion  of  Benefits:  Governor  Beasley  announced  an 
expansion  of  Medicaid  benefits  for  children  ages  five  to 
18.  This  expansion  would  raise  the  eligibility  criteria  to 
133  percent  of  poverty  for  this  age  group.  It’s  estimat- 
ed that  an  additional  50,000  children  will  be  extended 
Medicaid  benefits  under  this  initiative.  More  details  will 
be  announced  as  they  become  available.  □ 


CANDIDATES  FOR  SCMA  OFFICES 

OFFICERS 

President-Elect: 

Elected  annually.  Stephen  A.  Imbeau,  MD , seeking  election. 

Secretary: 

Elected  annually,  limited  to  three  consecutive  terms.  William  H.  Hester,  MD , elected 
1996.  Eligible  for  two  additional  terms.  Will  seek  reelection. 

Treasurer: 

Nominated  by  the  Board  of  Trustees.  Elected  annually,  limited  to  three  consecutive 
terms.  Stephen  A.  Imbeau,  MD,  elected  1995.  Eligible  for  one  additional  term.  Will  not 
seek  reelection.  J.  Capers  Hiott,  MD,  seeking  election. 

Speaker: 

Elected  bi-annually,  limited  to  three  consecutive  two-year  terms.  Roger  A.  Gaddy,  MD, 
elected  1993.  Eligible  for  one  additional  term.  Will  seek  reelection. 

Vice-Speaker: 

Elected  bi-annually,  limited  to  three  consecutive  two-year  terms.  Robert  M.  Sade,  MD, 
elected  1996  to  fill  the  unexpired  term  of  William  H.  Hester,  MD.  Eligible  for  three 
additional  tenns.  Will  seek  reelection. 

MEDICAL  DISTRICT  TRUSTEES 

District  1 

John  B.  Johnston,  MD,  elected  in  1989,  reelected  in  1991,  1993,  and  1995.  Not  eligible 
for  reelection.  Seat  open. 

District  1 

Richard  E.  Ulmer,  MD,  elected  in  1991,  reelected  in  1993  and  1995.  Eligible  for  one 

(Metropolitan) 

additional  term.  Will  seek  reelection. 

District  3 

George  P.  Cone,  MD,  elected  in  1991,  reelected  1993  and  1995.  Eligible  for  one 
additional  term.  Will  not  seek  reelection.  Seat  open. 

District  5 

R.  Duren  Johnson,  Jr.,  MD,  elected  in  1993,  reelected  in  1995.  Eligible  for  two 
additional  terms.  Will  seek  reelection. 

District  7 

J.  Capers  Hiott,  MD,  elected  in  1989,  reelected  in  1991,  1993,  and  1995.  Not  eligible 
for  reelection.  Seat  open. 

District  9 

Michael  W.  Holmes,  MD,  elected  in  1995.  Eligible  for  three  additional  terms.  Will  seek 
reelection. 

AM  A DELEGATES  AND  ALTERNATES  (All  terms  exnire  12/31/97) 

Delegates: 

J.  Chris  Hawk,  III,  MD — Eligible  for  two  additional  terms.  Will  seek  reelection. 
Roger  A.  Gaddy,  MD — Eligible  for  four  additional  terms.  Will  seek  reelection. 

Alternates: 

John  W.  Simmons,  MD — Eligible  for  one  additional  term.  Will  seek  reelection. 
Stephen  A.  Imbeau,  MD — Eligible  for  two  additional  terms.  Will  seek  reelection. 
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LEGISLATIVE  ACTIVITIES 

At  the  request  of  Representative  John  Felder,  Chairman  of  the  Health  and  Social  Services  Subcommittee  of  the 
House  Ways  and  Means  Committee,  the  SCMA  made  a presentation  to  Representative  Felder’s  subcommittee 
about  the  importance  of  “medical  homes”  for  children  eligible  for  Medicaid  benefits. 

SCMA  staff  has  worked  with  representatives  from  the  radiology  technologist  group  and  have  proposed  a private 
certification  program  where  interested  parties  (SCMA,  SCHA,  SC  Family  Practice,  and  SC  Rad  Tec)  would 
name  representatives  to  a committee  which  would  establish  certification  requirements.  SCMA  staff  has  also  met 
with  the  executive  director  and  lobbyists  for  the  SC  Pharmacy  Association,  requesting  numerous  changes  to  the 
proposed  Pharmacy  Practice  Act.  Specifically,  we  asked  for  clarification  of  a direct  link  between  a phamiacist 
acting  in  a collaborative  role.  In  addition,  we  asked  to  make  clear  that  the  physician  who  diagnosed  the  patient 
must  have  a protocol  with  the  pharmacist  acting  with  the  patient  on  a collaborative  basis. 

We  are  continuing  to  monitor  the  Patient  Choice  Bill.  At  the  present  time,  the  bill  has  passed  the  Senate 
Banking  & Insurance  Committee  and  is  pending  on  the  contested  calendar  in  the  Senate. 

There  are  openings  for  volunteers  to  serve  as  “Doctor  of  the  Day”  at  the  State  House.  If  you  are  interested  in 
participating  in  this  program,  please  call  Barbara  Garvin  at  (803)  798-6207,  extension  230  or  1-800-327-1021 
statewide  to  reserve  a date.  You  may  also  send  her  an  e-mail  message  at  bag@scmanet.org. 


PHYSICIANS  CARE  NETWORK 
UPDATE 

Physicians  Care  Network  has  added  Augusta  Fiberglass 
as  of  February  1,  1997.  Other  contract  negotiations  are 
pending.  Provider  participation  is  at  an  all-time  high  and 
includes  3,996  physicians,  73  hospitals,  and  over  250 
ancillary  providers. 

New  participating  provider  directories  will  be  printed 
soon.  Please  take  a moment  to  verify  that  PCN  has  you 
listed  with  the  correct  address,  phone  number,  and  spe- 
cialty. If  you  have  had  a change  of  address,  phone  num- 
ber or  added  additional  locations,  please  contact  Cindy 
Osborn,  Manager,  PCN,  at  ( 803 ) 798-6207 , extension  257 
or  1-800-327-1021 . You  may’  also  send  her  an  e-mail  mes- 
sage at  cindy@scmanet.org.  Also,  if  you  have  any  ques- 
tions or  would  like  to  become  a participating  provider 
with  PCN,  contact  Cindy.  □ 


AMA  COMMENDS  PRESIDENT 
CLINTON’S  “GAG”  CLAUSE  BAN 

“The  AMA  strongly  applauds  President  Clinton's  ini- 
tiative to  ban  “gag”  rules  for  health  plans  serving  Med- 
icaid patients.  President  Clinton  has  acted  to  preserve  one 
of  the  most  important  facets  of  quality  health  care — free 
and  open  communication  between  patients  and  their 
physicians.  We  cannot  allow  some  health  plans  to  restrict 
the  ability  of  physicians  to  discuss  the  benefits  and  risks 
of  all  treatment  options,”  says  Daniel  H.  Johnson,  Jr.,  MD, 
AMA  President. 

A gag  clause  tells  physicians  that  they  should  not  discuss 
treatment  options  covered  by  the  health  plan  and  that  they 
should  not  refer  patients  to  specialists  not  included  in  the 
plan,  irrespective  of  medical  indications.  Dr.  Johnson  adds 
that  he  hopes  this  announcement  will  spur  Congressional 
action  this  year,  and  “complete  the  job  of  protecting  all 
patients.”  □ 


SCMA  149TH  ANNUAL  MEETING 
AND  SCIENTIFIC  SESSION 

The  South  Carolina  Medical  Association’s  Annual  Meeting  and  Scientific  Assembly  is  sched- 
uled for  May  1-4, 1997,  at  the  Charleston  Place  Hotel,  Charleston,  South  Carolina.  You  should 
have  received  information  regarding  the  meeting,  including  registration  fomi  and  hotel  reservation. 
If  you  have  not  preregistered  for  the  meeting , don’t  delay.  Register  NOW! 
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SOUTH  CAROLINA  SUPREME  COURT  ISSUES  RULING  ON  CONFIDENTIAL 

PATIENT  INFORMATION 


On  January  27,  1997,  the  South  Carolina  Supreme 
Court  published  its  ruling  in  a case  involving 
disciplinary  action  by  the  South  Carolina  State  Board 
of  Medical  Examiners  against  a South  Carolina 
physician.  ( South  Carolina  State  Board  of  Medical 
Examiners  v.  Hedgepath,  Opinion  No.  24565). 

During  1989,  Dr.  Hedgepath  acted  as  a family 
therapist  for  a married  couple.  Beginning  in  May 

1991,  Dr.  Hedgepath  saw  only  one  of  the  parties  to 
the  marriage  individually.  In  1992,  divorce  litigation 
was  begun  between  the  parties.  Dr.  Hedgepath 
voluntarily  submitted  an  affidavit  dated  August  21, 

1992,  for  use  at  a family  court  hearing.  The  affidavit 
was  created  at  the  request  of  an  attorney  for  one  of 
the  parties,  and  was  done  so  without  the  consent  of 
the  other  party. 

In  a unanimous  decision,  the  court  ruled  the  Board  of 
Medical  Examiners  appropriately  disciplined  Dr. 
Hedgepath  for  violation  of  the  Board’s  regulation 


concerning  the  ethical  obligation  of  a physician  to 
maintain  the  confidential  nature  of  the  physician- 
patient  relationship.  The  court’s  ruling  clearly 
indicates  a physician  may  be  required  by  law,  such  as 
through  a subpoena,  to  divulge  confidential 
information,  but  cannot  unilaterally  act  without 
patient  consent  to  voluntarily  disclose  confidential 
infomiation  without  violating  the  ethical  standards  of 
the  profession  and  the  Board  of  Medical  Examiners. 
The  current  regulation  of  the  board  is  identical  to 
Principle  IV  of  the  Principles  of  Medical  Ethics  of  the 
American  Medical  Association. 

South  Carolina  physicians  should  exercise  extreme 
caution  in  divulging  patient  information,  especially 
when  acting  voiuntarily.  When  you  are  subpoenaed  to 
disclose  information,  it  is  always  a good  idea  to 
inform  the  patient  you  have  been  compelled  to  do  so 
by  the  court  so  the  patient  can  take  any  action  they 
deem  appropriate  to  prohibit  the  disclosure  through 
their  own  attorney.  □ 


SCMA  WORKSHOPS 


OSHA  COMPLIANCE  (1/2  DAY) 

April  16,1997,  Columbia 
Register  by  April  2,  1997 

Leon  Harmon,  Esq.,  of  Nexsen,  Pruett,  Jacobs  & Pollard  will  cover  the  many  aspects  of  OSHA  compliance  for 
the  medical  office,  including  recent  regulatory  changes  and  what  to  expect  from  an  inspection.  Attendees  will 
also  learn  the  types  of  violations  and  penalties,  how  to  properly  comply  with  OSHA’s  temporary  and  permanent 
standards  and  variances,  and  more.  This  workshop  will  be  held  1:30  p.m.  - 4:30  p.m.,  with  registration 
beginning  at  1:00  p.m.  Tuition  is  $125  for  SCMA  'members  and  $175  for  non-  members.  After  April  2, 1997 , add 
$25  late  registration  fee  for  each  registrant. 

LABOR  LAW  (1/2  DAY) 

April  16,1997,  Columbia 
Register  by  April  2,1997 

Also  presented  by  Leon  Harmon,  Esq.,  this  workshop  will  review  the  laws  which  affect  your  employment  and 
personnel  practices,  including  many  recent  laws  and  court  decisions  such  as  the  ADA  and  the  Civil  Rights  Act 
of  1991.  He  will  also  teach  participants  how  to  interview  a job  candidate,  maintain  accurately  documented 
personnel  records,  and  write  legally  sound  policies  and  procedures  manuals  and  job  descriptions.  This  workshop 
will  be  held  9:00  a.m.  - 12:00  p.m.,  with  registration  beginning  at  8:30  am.  Tuition  is  $125  for  SCMA  members 
and  $175  for  non-members.  After  April  2, 1997 , add  $25  late  registration  fee  for  each  registrant. 
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GUNSHOT  WOUNDS  TO  THE  HEAD  IN 
FLORENCE  COUNTY* 


ANDREW  H.  RHEA,  M.  D.** 
DIANE  HOWELL,  M.  S.  N„  R.  N. 
CATHY  S.  STOKES,  M.  S.  N„  R.  N. 


Injuries  secondary  to  firearms  have  unfortu- 
nately reached  epidemic  proportions  in  this 
country.  More  specifically,  gunshot  wounds 
to  the  head  (GSWH)  are  being  seen  more  and 
more  frequently  in  emergency  rooms 
throughout  the  country.  Previously  document- 
ed mainly  in  military  or  wartime  series, 
numerous  recent  publications  have  detailed 
the  civilian  experience  of  these  injuries. 
Gunshot  wounds  to  the  brain  now  account  for 
more  than  35,000  civilian  deaths  each  year 
and  are  the  eighth  leading  cause  of  death  in 
the  United  States.1 

Most  of  the  existing  information  regarding 
incidence  and  treatments  of  these  injuries  is 
from  large  centers  in  the  United  States.2,345 
For  example,  the  University  of  Texas  in 
Houston  saw  90  wounds  to  the  head  and  neck 
in  a 10-month  period  in  1991. 4 Cook  County 
Hospital  in  Chicago  documented  96  cranial 
gunshot  wounds  in  1992.6  Other  reports  exist 
from  Memphis,  Tennessee2  and  University  of 
California  School  of  Medicine  in  Los  Ange- 
les, California.7  Our  interest  was  to  document 
the  scope  and  severity  of  this  problem  in  the 
northeast  part  of  South  Carolina  which  is,  for 
the  most  part,  rural.  This  article  discusses  the 
characteristics  of  GSWH  in  Florence  County, 
South  Carolina. 

PATIENTS  AND  METHODS 

Hospital  records,  emergency  department 
records,  and  office  notes  were  reviewed  retro- 
spectively over  a five-year  period  beginning 


*From  McLeod  Regional  Medical  Center,  Florence,  SC. 

**Address  correspondence  to  Dr.  Rhea  at  901  East 
Cheves  Street,  Suite  420,  Florence,  SC  29506. 


January  1989  and  ending  December  1994. 
Hospital  records  were  collected  through 
McLeod  Regional  Medical  Center  (MRMC), 
which  is  a 331  bed  tertiary  referral  center  in 
Florence,  South  Carolina.  This  hospital, 
recently  designated  as  a level  III  trauma  cen- 
ter, serves  as  a referral  hospital  for  all  or  parts 
of  approximately  11  counties  in  the  Pee  Dee 
Region  of  South  Carolina.  These  patients 
were  treated  by  neurosurgeons  in  private 
practice  on  staff  at  McLeod  Hospital. 

Information  gathered  from  hospital  record 
reviews  included  patient  demographics,  cause 
of  injury,  type  of  weapon,  toxicology  infor- 
mation, Glasgow  Coma  Scale  Scores  (GCS) 
and  pupillary  findings  on  presentation,  entry 
site  of  injury,  CT  findings,  surgical  proce- 
dures performed,  complications,  and  Glasgow 
Outcome  Score  at  the  time  of  discharge. 

In  addition,  we  reviewed  data  from  the  Flo- 
rence County  Coroner’s  office  over  the  same 
period  of  time  for  cases  whose  cause  of  death 
was  primarily  gunshot  wound  to  the  head. 
Data  collected  from  these  coroner’s  cases 
included  demographics,  cause  of  injury,  loca- 
tion of  the  shooting,  and  type  of  weapon. 
Individuals  who  had  gunshot  wounds  to  the 
scalp  and  face  that  did  not  penetrate  the  crani- 
um were  not  included  in  this  study. 

RESULTS 

A total  of  7 1 cases  of  GSWH  were  reviewed 
retrospectively  over  the  five-year  period  of 
this  study.  Thirty-one  of  these  cases  were 
patients  treated  at  McLeod  Regional  Medical 
Center.  Forty  of  these  cases  were  reviewed 
from  data  collected  by  the  Florence  County 
Coroner’s  office.  There  were  60  males  (85 
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Figure  I.  Incidents  of  Gunshot  Wounds 
to  the  Head  per  Year 


Figure  2.  Injury  Motivation 


percent)  and  11  females  (15  percent).  The 
ages  of  these  cases  ranged  from  nine  years  to 
85  years.  Of  the  31  patients  treated  in  the  hos- 
pital, 21  (68  percent)  of  these  patients  were 
initially  evaluated  and  treated  at  MRMC.  Ten 
(33  percent)  of  these  patients  were  referred 
after  initial  evaluation  in  an  out-lying  hospi- 
tal. The  total  number  of  patients  with  GSWH 
per  year  is  shown  in  Figure  1 . These  numbers 
ranged  from  10  cases  in  1991  to  19  cases  in 
1993. 

Injury  motivation  is  diagrammed  in  Figure 
2.  As  can  be  seen,  suicide  accounted  for  35 
cases  (49  percent),  homicide  25  cases  (35 
percent),  and  accidental  injury  7 cases  (10 
percent).  In  four  cases  (six  percent)  the  cause 
of  injury  was  not  definitively  identified. 


Handguns  accounted  for  the  majority  of 
injuries  with  a total  of  37  (52  percent).  Shot- 
guns and  rifles  accounted  for  an  additional  1 3 
cases  or  18  percent.  In  another  21  cases  the 
weapon  used  for  injury  was  not  definitively 
identified.  We  suspect  that  most  of  the 
unidentified  weapons  were  handguns. 

Toxicology  screening  was  performed  on  24 
of  the  31  cases  treated  in  the  hospital  series. 
Toxicology  screening  consisted  of  urine  and 
serum  samples  tested  for  commonly  used 
drugs  and/or  alcohol.  Of  those  24  patients 
screened,  16  patients  (67  percent)  tested  posi- 
tive for  drugs  and/or  alcohol.  A positive  alco- 
hol result,  in  general,  suggested  alcohol 
intoxication. 

Computed  tomographic  scans  were  per- 
formed on  30  of  the  3 1 patients  in  our  hospi- 
tal series.  We  evaluated  these  CT  scans  for 
signs  of  significant  intracranial  hematoma 
formation,  diffuse  swelling,  transventricular 
injuries,  posterior  fossa  injuries,  or  dural 
venous  sinus  injuries.  Significant  intracranial 
hematoma  was  seen  in  eight  of  the  patients 
(26  percent).  The  most  frequent  CT  finding 
was  diffuse  swelling  which  was  seen  in  nine 
patients  (30  percent).  Transventricular  injury 
was  seen  in  three  patients,  all  of  whom  died. 
The  best  outcome  was  seen  in  patients  with 
mild  or  non-specific  CT  findings  which 
occurred  in  six  patients,  all  of  whom  sur- 
vived. 

Operative  treatment  was  carried  out  in  19  of 
the  31  patients  in  the  hospital  series.  Opera- 
tive treatment  followed  general  neurosurgical 
practice  of  debridement  of  devitalized  tissue, 
evacuation  of  intracerebral  hematomas,  and 
in  some  cases  placement  of  intracranial  pres- 
sure monitoring  devices.  All  operations  were 
carried  out  by  staff  surgeons  at  MRMC,  and 
there  were  no  intraoperative  deaths  reported. 
The  mortality  rate  in  the  hospital  treated 
series  was  42  percent.  This  represented  13  of 
31  patients.  When  we  combined  our  hospital 
treated  series  with  coroner’s  series  over  the 
same  period  of  time,  the  mortality  rate  was  75 
percent  as  diagrammed  in  Figure  3. 

Patients  were  reviewed  in  coma  groups. 
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Figure  3.  Outcomes  for  GSWH 
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Combined  Hospital  & 
Coroner  Series  = 71 


Coma  group  1 consisted  of  patients  with 
Glasgow  Coma  Scores  from  three  to  five 
range;  coma  group  2 had  Glasgow  Coma 
Scores  from  six  to  eight  range;  coma  group  3 
had  Glasgow  Coma  Scores  from  nine  to  11 
range;  and  coma  group  4 had  Glasgow  Coma 
Scores  from  12  to  15  range.  As  can  be  seen 
from  the  accompanying  table  (Table  1),  when 
coma  groups  were  correlated  with  the 
patient’s  outcomes,  those  in  the  higher  coma 
groups  fared  much  better.  In  coma  group  4, 
eight  of  nine  patients  (89  percent)  survived 
and  six  made  a good  recovery  whereas  in 
coma  group  1,  12  of  15  patients  (80  percent) 
died,  and  no  patient  had  a satisfactory  recov- 
ery with  this  presentation. 

DISCUSSION 

The  incidence  and  outcome  from  civilian  gun- 
shot wounds  to  the  head  has  been  thoroughly 
studied  in  large  U.  S.  urban  centers. 2,3A5-8’9  We 
did  not  anticipate,  however,  that  GSWH 
would  be  such  a problem  in  this  relatively 
“quiet”  area  of  eastern  South  Carolina.  Grad- 
ually, however,  we  started  to  identify  more 
and  more  patients  suffering  gunshot  wounds. 
We  decided  to  try  to  establish  the  actual  inci- 
dence of  GSWH  in  Florence  County  and  to 
analyze  our  outcomes  so  we  could  compare 
our  results  with  larger  institutions. 

The  actual  incidence  seen  in  Figure  1 repre- 


Table  I Comparison  of  Glasgow  Coma  Score  on  Presentation  to  Outcome 


Coma 

group  4 (GCS  12-15) 


Coma 

group  3 (GCS  9-11) 


Coma 

group  2 (GCS  6-8) 


Coma 

group  1 (GCS  3-5) 


Dead 


Permanent 

Vegetative 

State 


Severely 

Disabled 


Moderately 

Disabled 


Good 

Recovery 


TOTAL 


TOTAL 


13  0 3 9 


6 31 


sents  our  attempt  to  quantify  the  problem  of 
GSWH  in  Florence  County,  South  Carolina. 
This  figure  includes  patients  seen  and  treated 
in  the  hospital  and  cases  from  the  Florence 
County  Coroner’s  Office.  We  believe  these 
numbers  are  very  accurate.  Based  on  an  esti- 
mated population  of  122,000  in  Florence 
County,  this  would  yield  an  incidence  of 
11.5/100,000  population  in  1990  and  an 
increase  to  15.6/100,000  population  in  1993. 
This  is  higher  than  the  estimated  incidence  of 
GSWH  for  the  southeastern  United  States  of 
9.5/100,000  population  in  1992. 6 We  find 
these  figures  very  alarming  and  attribute  the 
increase,  as  others  have,  to  three  major  fac- 
tors: the  availability  of  guns,  the  prevalence 
of  drugs  and  drug  related  activity,  and  the 
influence  of  TV  violence  on  our  society. 
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Suicide  certainly  represented  a large  sub- 
group of  patients  in  this  series  (49  percent). 
The  predominance  of  suicide  as  a cause  of 
gunshot  wounds  in  rural  areas  has  been  noted 
by  other  authors  and  is  certainly  substantiated 
in  our  series.10  The  reasons  for  this  may 
involve  socioeconomic  issues  such  as  poverty 
or  depression.  However,  we  also  believe  that 
the  availability  of  guns  make  GSWH  a con- 
venient method  of  suicide  compared  to  other 
alternatives. 

A recent  study  reported  that  45.2  percent  of 
homicides  had  positive  blood  alcohol  levels.11 
Dodge  and  Associates  found  that  65  percent 
of  all  rural  gunshot  victims  had  alcohol  levels 
above  100  mg/dl.  We  found  that  67  percent  of 
the  patients  in  our  series  tested  positive  for 
either  drugs  and/or  alcohol.  This  suggests  that 
alcohol  or  drugs  are  quite  commonly  associ- 
ated with  this  particular  type  of  injury,  and 
may  suggest  that  the  combination  of  alcohol 
and  firearms  so  commonly  seen  in  night  clubs 
and  bars  in  this  rural  area  could  be  considered 
extremely  dangerous. 

The  initial  care,  radiographic  evaluation, 
surgical  treatment,  and  postoperative  manage- 
ment of  our  patients  were  comparable  to 
other  published  series.  Our  incidence  of 
surgery  for  GSWH  was  61  percent.  The  mor- 
tality rate  in  our  hospital  treated  sub-group  of 
42  percent  compared  quite  favorably  with 
other  published  series  (Table  2).  These  data 
suggest  that,  in  general,  patients  in  our  series 
were  operated  on  selectively  but  appropriate- 
ly. It  is  quite  frustrating,  however,  to  note  that 
in  spite  of  sophisticated  evaluation,  treatment 
and  postoperative  care,  nearly  half  of  these 
patients  died.  As  has  been  shown  in  numer- 
ous studies,  the  most  important  prognostic 
factor  in  patients  with  GSWH  is  the  initial 
Glasgow  Coma  Score  (GCS).2,3489  Of  the  15 
patients  in  our  series  with  GCS  less  than  or 
equal  to  five,  12  died  and  two  were  severely 
disabled.  We  would,  therefore,  agree  that 
patients  with  GCS  of  three,  four,  or  five  with 
fixed  dilated  pupils  should  be  treated  with 
supportive  care  only.  Similarly,  any  patient 
who  is  hemodynamically  unstable  would  not 


Table  2.  Summary  of  Recent  Articles  on  Gunshot  Wounds  to  the  Head 


Author 

Year 

No. 

Percent 
Operated  On 

Survival 

Clark  (Memphis,  Tn)2 

1986 

76 

19% 

38% 

Nagib  (Minneapolis,  Minn)3 

1986 

55 

60% 

75% 

Kaufmam  (Houston,  Tx)4 

1986 

143 

27% 

34% 

Graham  (Phoenix,  A z)5 

1990 

100 

43% 

40% 

Benzel  (Shreveport,  La)8 

1991 

120 

42% 

44% 

Helling  (Kansas  City,  Mo)9 

1992 

89 

37% 

37% 

(Rhea  (Florence,  S.C.) 

1994 

31 

61% 

58%] 

be  a candidate  for  early  surgical  intervention. 

SUMMARY 

In  summary,  we  have  carried  out  a retrospec- 
tive review  of  patients  suffering  gunshot 
wound  to  the  head  (GSWH)  over  a recent 
five-year  period  at  McLeod  Regional  Medical 
Center  (MRMC)  in  Florence  County,  South 
Carolina  and  have  reviewed  coroner’s  records 
of  deaths  due  to  GSWH  to  determine  the  inci- 
dence and  mortality  rate  of  these  injuries  in 
our  area.  We  see  GSWH  as  a growing  cause 
of  death  and  disability  in  our  area.  The  inci- 
dence was  14  cases  per  year  (11.5/100,000 
persons/year)  and  appears  to  be  increasing  in 
the  hospital  series  we  reviewed.  Of  those 
surviving  to  reach  hospital  care,  42  percent 
died  from  their  injury  despite  appropriate 
neurosurgical  care.  When  combined  with 
coroner’s  cases,  we  found  that  the  overall 
mortality  rate  of  these  injuries  is  actually  75 
percent.  We  have  not  found  this  problem  of 
GSWH  to  be  substantially  different  in  any 
way  in  this  rural  setting  to  that  seen  in  more 
urban  centers.  We  conclude,  therefore,  that 
efforts  at  prevention  would  be  equally  effec- 
tive in  our  community  as  in  the  inner  cities 
and  we  should  not  view  this  as  a uniquely 
“urban”  problem.  We  would  advocate  more 
stringent  efforts  at  prevention  of  this  devas- 
tating injury.  D 
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Although  only  3,  Adam 

knows  all  about  cancer. 
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1-800-877-5833. 
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hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

CALL  TODAY! 
(803)566-4910 
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Try  breathing  through  a thin  straw. 
With  an  asthma  attack  it’s  a fight  for 
every  breath  you  draw. 

Asthma  is  a serious  lung  disease  that  can  affect  children  and  adults  at  any 
time.  An  attack  can  be  triggered  by  such  diverse  causes  as  cold  air,  pets, 
tobacco  smoke,  dust,  and  stress.  The  American  Lung  Association®  is 
helping  people  control  asthma  so  they  can  lead  happy,  normal,  active  lives. 

It’s  a matter  of  life  and  breath® 

AMERICAN  ± LUNG  ASSOCIATION9 

The  Christmas  Seal  People® 


The  two  guest  editorials  submitted  contain  a common  thread.  Dr.  Naseeb  Baroody,  Jr.,  makes  the 
point  that  high  technology  must  be  counterbalanced  by  the  human  touch  if  we  are  to  maintain 
our  identity  as  a true  healing  profession.  Dr.  Sami  Elhassani’s  piece  on  women  in  medicine  backs 
up  Dr.  Baroody ’s  in  the  sense  that  study  after  study  suggests  that  women  bring  to  medicine  an 
ability  to  touch  and  to  listen  that  is  sometimes  lacking  in  their  male  colleagues.  Guest  editorials 
reflect  the  opinions  of  the  authors  and  do  not  necessarily  present  the  viewpoints  of  the  South 
Carolina  Medical  Association. 
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TOUCH  ME  DOCTOR 

“Touch  me  doctor” — this  has  become  the 
unspoken  cry  of  most  patients  today.  Aban- 
doned as  a useless  gesture  and  unable  to  com- 
pete with  the  ever  changing  cardiac  telemetry 
screen  or  intermittently  beeping  IV  monitor, 
touching  the  patient  is  no  longer  considered 
essential  to  patient  care  and  caring.  It  has 
been  abandoned  and  dispelled  as  a time  con- 
suming contact,  unimportant  and  unneces- 
sary. 

Hands  carry  a message.  They  are  just  like 
words  in  the  sense  that  their  effectiveness 
depends  to  a large  extent  on  how  well  one  has 
listened  to  “where  the  patient  is.”  Actually, 
sending  a message  through  touch  takes  place 
simultaneously  as  one  listens  through  touch.1 

Partially  obscuring  the  patient’s  doorway 
and  already  late  for  his  office  schedule  or  AM 
rounds,  the  physician  nervously  thumbs 
through  the  hospital  chart  or  fingers  a dan- 
gling EKG  strip.  He  may  address  the  nurse, 
or  the  patient,  inquiring  as  to  symptoms  and 
progress.  Secretly,  he  hopes  for  the  affirma- 
tive answer  that  would  in  turn  release  him  to 
continue  on  his  hurried  day  and  harried  way. 
He  may  quickly  wish  the  patient  well  as  he 
escapes  to  the  next  patient  or  the  nearest  ele- 
vator. 

Why  is  touch  so  essential  for  the  healing 
process?  Which  of  our  patients  benefit  most 


from  touch?  Who  wants  to  be  touched?  Why 
are  we  so  reluctant  to  reach  out  and  make 
physical  contact  with  our  patients?  What  is 
the  benefit  in  touching  the  patient  unless  we 
are  palpating  the  abdomen,  percussing  the 
chest,  feeling  for  peripheral  pulses  or  deter- 
mining skin  texture?  Answers  to  these  ques- 
tions are  complex  and  difficult. 

Touch  originates  as  a basic  need  and 
extends  throughout  life  as  a language  that 
translates  in  its  extended  form  as  a healing 
power.  There  is  a basic  craving  of  infants  to 
be  held  and  to  be  touched.  Infant  develop- 
ment studies  have  indicated  that  the  early 
mothering  process,  if  warm  and  consistent, 
lays  the  groundwork  for  a continuing  sense  of 
security  and  trust  in  others.2  Infants  deprived 
of  stimulation  in  mothering  even  though  good 
care  of  bodily  function  is  assured,  appear 
weak,  listless,  cry  more  than  others  and 
become  apathetic.  They  may  develop  odd  gri- 
maces and  gestures  which  will  disappear  if 
mother  rejoins  the  infant  within  three 
months.3  The  primary  bond  between  mother 
and  child  takes  place  irrespective  of  learning 
through  contact  gained  in  the  feeding 
process.4 

Many  of  the  world’s  religions  have  incorpo- 
rated touch  in  the  process  of  healing.  The  art 
of  ayurvedic  medicine  has  been  practiced  in 
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India  for  over  6,000  years.  Specifically,  it 
teaches  that  patients  become  ill  when  their 
bodies  and  spirits  are  not  in  harmony,  and 
healing  is  incorporated  through  words  of  truth 
and  the  power  of  touch.  In  many  instances, 
we  read  where  Jesus  healed  the  sick  by  touch- 
ing the  person,  and  in  fact,  the  reverse  was 
true  when  the  woman  with  abnormal  men- 
strual flow  was  healed  of  her  disease  by 
touching  His  garment  (Mark  5:27-29). 

The  elderly  especially  respond  to  touch  as 
they  live  in  the  vacuum  of  personal  isolation 
deprived  of  human  physical  contact  brought 
about  by  loss  of  spouse  or  other  life  circum- 
stances. How  many  of  our  elderly  patients 
return  to  our  office  regularly,  ostensibly  to  get 
blood  pressure  or  heart  rhythm  checked, 
while  in  truth  the  visit  is  prompted  by  the 
basic  need  to  be  touched? 

In  today’s  busy  medical  environment,  where 
managed  care  becomes  unmanageable  care, 
we  become  compressed  into  a frantic  time 
capsule.  This  robs  us  of  our  human  empathy, 
making  the  target  of  our  efforts  an  attempt  to 
see  the  last  patient  before  closing  time  and  to 
get  to  the  hospital  for  PM  rounds.  When  mak- 
ing rounds,  we  are  confronted  by  the  patient 
who  has  been  abandoned  all  day  to  the  care  of 
hospital  personnel  and  is  basically  longing  for 
the  eye-to-eye  contact  and  gentle  touch  of  the 
doctor.  If  only  as  physicians  we  could  remove 
from  our  clinically  attuned  ears  the  deafening 
avalanche  of  high  tech  data  generated  by 
recent  review  of  a current  article.  If  only  we 
would  abandon  our  bail-point  pen,  put  aside 
the  order  sheet,  sit  quietly  by  the  bedside,  and 
touch  the  patient.  Then  we  could  hold  the 
patient’s  hand,  look  at  them,  and  however 
briefly,  listen  to  them.  This  simple  act,  in 
itself,  is  comforting  and  therapeutic. 


In  nursing  or  residential  homes,  patients’ 
lives  are  spent  in  personal  isolation  deprived 
of  the  intimate  physical  contact  which  sus- 
tains and  nourishes  their  hearts  and  souls  for 
most  of  their  lives.  In  this  their  twilight  years, 
separated  from  the  life  giving  energy  of  an 
active  lifestyle,  they  can  be  compared  to  a 
charcoal  removed  from  the  glowing  heat  and 
left  alone  to  the  coolness  and  solitude  of  sep- 
aration. 

In  days  gone  by,  before  the  automated 
alarm  systems  at  railroad  crossings,  the  driver 
was  urged  to  “stop,  look  and  listen.”  Perhaps 
this  trilogy  of  suggestions  could  be  applied  to 
our  approach  at  the  bedside  where  we  might 
“stop”  and  touch  the  patient,  “look”  into  their 
eyes  and  “listen”  to  what  they  have  to  say.  In 
today’s  medical  arena  where  the  “god  of  heal- 
ing” sits  upon  the  throne  of  technology,  we  as 
compassionate  physicians  must  remind  our- 
selves to  stop,  touch  the  patient,  look  at  the 
patient  and  listen  to  what  they  have  to  say.  In 
this  simple  loving  act,  we  transmit  to  the 
patient  that  coveted  message,  “I  care.” 

Naseeb  B.  Baroody,  Jr.,  M.  D. 
McLeod  Regional  Hospital 
Family  Medicine  Center 
555  East  Cheves  Street 
Florence,  SC  29506-2617 
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WOMEN  IN  MEDICINE 


Up  to  early  1900s,  the  practice  of  medicine 
existed  as  a male  dominated  profession.  Since 
then,  this  selective  gender  paradigm  have 
changed  dramatically  and  forever  now  that 
women  physicians  have  been  taking  active 
roles  in  medical  care.  Despite  all  odds, 
women  physicians  have  achieved  great 
strides  in  advancing  medical  knowledge  as 
well  as  taking  care  of  patients. 

In  1970,  women  comprised  7.7  percent  of 
all  United  States  work  force.  This  percentage 
increased  to  19.5  percent  in  1994.  Consider- 
ing that  39.2  percent  of  the  class  of  1995 
medical  school  graduates  were  women,  and 
42.7  percent  of  1995-96  first  year  medical 
school  classes  were  women.  If  this  trend  con- 
tinues, it  is  expected  that  in  the  year  2010,  30 
percent  of  all  physicians  in  the  U.  S.  will  be 
women. 

It  is  no  coincidence  that  the  current  presi- 
dent of  the  South  Carolina  Medical  Associa- 
tion is  Dr.  Carol  Nichols,  the  first  woman  in 
the  history  of  the  association  elected  for  this 
position. 

Of  all  medical  specialties,  pediatrics  has  the 
largest  percentage  of  women  residents  (61 
percent)  and  thoracic  surgery  has  the  smallest 
(five  percent).  Names  such  as  Virginia  Apgar 
(Apgar  scoring  in  babies),  Helen  Taussig 
(correction  of  heart  defects  in  “blue  babies”), 
and  Cornelia  de  Lange  (birth  defect)  are  but 
few  of  a long  list  of  women  pioneers  in 


medicine.  Since  almost  all  babies  in  this 
world  have  an  apgar  score  at  birth,  apgar  is 
indeed  a household  word  and  everyday  it  is 
one  of  the  most  frequently  enunciated  names 
in  the  world.  Moreover,  thousands  of  babies 
lives  are  saved  daily  because  of  major  scien- 
tific contributions  in  perinatal  medicine  by 
Mary  Ellen  Avery,  Lula  O.  Lubchenco,  Joan 
E.  Hodgman,  Mildred  T.  Stahlman,  and  many 
other  women  neonatologists. 

Unlike  the  steadily  increasing  involvement 
of  women  in  medical  care,  the  percentage  of 
women  in  academia  has  remained  unchanged 
in  the  last  16  years  at  nine  percent;  only  five 
percent  of  medical  department  chairs  are 
women;  fewer  than  10  percent  of  major 
teaching  hospital  CEOs  are  women,  and  only 
four  women  are  medical  school  deans. 

Medicine  is  an  evolutionary  process.  It 
molds  the  experience  of  the  past  to  fit  the  pre- 
sent advancement  in  science,  and  carries  over 
current  knowledge  to  the  future  generation. 

Nonetheless,  as  the  20th  century  is  coming 
to  a close,  the  swiftly  accelerating  impact  of 
the  positive  role  of  women  physicians  on 
medical  care  is  assuming  new  dimensions 
with  patients,  hospitals,  medical  schools,  and 
managed  care. 

Sami  B.  Elhassani,  M.  D. 

100  Willow  Lane 

Spartanburg,  SC  29307 
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On  we  Cover. 

JULIUS  HEYWARD  TAYLOR,  M.D.,  1877-1938 


The  Columbia  Medical  Society’s  In  Memo- 
riam  quotes  a daily  press: 

Dr.  Taylor’s  uncommon  manly  beauty 
was  complemented  by  a courtesy  the 
deeper  and  more  delicate  because 
founded  in  utmost  benevolence  and 
simplicity  of  spirit.  The  soul  of  trans- 
parent truth  and  probity,  he  was  wholly 
without  guile;  he  liked  and  trusted  his 
fellows  and  ‘went  about  doing  good.’ 
‘Lone  and  light  and  calm  thoughts’  he 
had;  with  ardent  love  of  learning  and 
eager  curiosity  about  the  arts  and  old 
folk-lore,  and  the  life  of  the  ancients. 
A sweet,  a gentle,  a clean,  high-heart- 
ed, gallant  gentleman.  The  City  he  so 
loved  and  selflessly  served  will  hold 
his  memory  dear. 

Julius  Heyward  Taylor  was  born  in 
Columbia,  S.  C.,  on  August  8,  1877.  His 
father,  Benjamin  Walter  Taylor,  M.  D.,  was 
one  of  the  founders  and  the  first  chief  of  staff 
of  the  Columbia  Hospital.  The  young  doctor 
Taylor  graduated  from  The  Citadel  in  1896. 
He  did  his  post-graduate  work  at  the  Univer- 
sity of  South  Carolina  before  entering  the 
University  of  Virginia  School  of  Medicine 
from  which  he  graduated  in  1901.  He  won,  in 
competitive  examination,  a service  at  St. 


Luke’s  Hospital,  New  York  City,  where  he 
served  for  two  years.  He  spent  an  additional 
two  years  on  the  staffs  of  the  Children’s 
Orthopedic  Hospital  and  Lying-In  Hospital  in 
New  York.  He  returned  to  Columbia  in  1905 
where  he  took  up  the  general  practice  of  his 
father  who  had  recently  died.  In  1915  he  gave 
up  his  general  practice  for  the  practice  of 
surgery.  He  served  as  surgeon  to  the  South- 
ern Railway,  the  Atlantic  Coast  Line  Rail- 
road, and  was  a pioneer  in  setting  up  a small 
clinic  in  the  area  around  the  Pacific  Mills.  He 
remained  as  a medical  employee  of  the  mills 
for  his  professional  life.* 

Dr.  Taylor  was  a man  with  many  cultural 
interests.  He  was  known  as  an  outstanding 
historian  within  the  South  Carolina  Medical 
Association  and  was  a staunch  supporter  of 
the  idea  of  erecting  a memorial  to  J.  Marion 
Sims.  Dr.  Taylor  was  elected  president-elect 
of  the  association  in  1936  and  was  installed 
as  president  in  the  spring  of  1937.  On  the 
advice  of  his  physician,  he  resigned  the  office 
in  July  of  1937.  He  died  on  January  31,  1938. 

Jane  Brown,  Curator 

Waring  Historical  Library 

*Are  these  services  similar  to  our  current  managed 
care? 
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SCMAA  CONVENTION  1997 
“THE  COMMUNITY  OF  FAMILY” 


The  SCMA  Alliance  invites  you  to  attend  Convention  1997  at  the 
Charleston  Place  Hotel,  April  30  and  May  1,  1997. 

The  Registration  Center  will  be  located  in  the  second  floor 
lobby  where  packets  and  convention  information  can  be 
obtained.  Light  refreshments  will  be  served  and  county  baskets 
for  AMA-ERF  will  be  available  for  purchase. 

Wednesday,  April  30  from  5:00-7:00  p.m.,  you  and  your 
spouse  will  enjoy  participating  in  a “Potpourri  of  Pleasures.”  The  Ginkgo  Leaf,  Jack  Patla 
Antiques,  Margaret  Petterson’s  Gallery,  and  Unity  Gallery  will  be  open  exclusively  to  convention 
registrants.  At  6:00  p.m.,  Mary  Ramsay,  owner  of  Croghan’s  Jewel  Box,  will  open  her  home  for  a 
champagne  reception  for  us ! 

Thursday,  May  1,  the  executive  board  will  meet  at  9:00  a.m.,  followed  by  the  House  of 
Delegates  at  12:30  p.m.  Be  sure  to  view  the  county  displays  during  the  Exhibit  Walk.  Sandra 
Mitchell,  President  of  the  AM  A Alliance,  will  be  our  special  guest! 

Hotel  reservations  should  be  made  directly  with  the  Charleston  Place  Hotel  (1-803-722-4900). 
Be  sure  to  request  SCMA  room  rates. 

SCMA  pre-registration  is  a MUST.  The  deadline  is  April  11, 1997. 

Convention  Committee: 

Skippy  Adkins 
Mandy  Geils 
Mary  James 
Glenda  Owens 
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FAMILY  PRACTICE/PRIMARY  CARE: 

Practice  opportunities  in  South  Carolina  for 
experienced  practitioners  on  a full-time  or 
part-time  basis.  If  you  are  looking  for  a little 
extra  “butter  and  egg”  money,  we  have  short- 
term placement.  When  you  are  considering 
making  a change  in  your  job  status,  we  would 
be  honored  to  discreetly  represent  you.  Jennie 
‘ Ware  Family  Medical  Services,  Inc.,  provides 
the  highest  quality  provisional  contract  medi- 
cal services  to:  family  practices, 

clinics/urgent  care  centers,  hospital  systems, 
nursing  homes  and  assisted  living  centers, 
multidisciplinary  groups  or  networks.  We  are 
located  in  Greenville,  SC.  For  more  informa- 
tion, call  toll-free  (888)  593-6737  or  visit  our 
web  site  http://www.jennieware.com. 


GROUP  OF  RESIDENCY-TRAINED 
EMERGENCY  PHYSICIANS:  Need  board 
certified  EM  independent  contractor  to  fill  5- 
7,  eight  hour  shifts  per  month.  120  bed  hospi- 
tal in  rural  upstate  South  Carolina.  Fax  CV  to 
1-864-888-1403. 

WANTED:  PRIMARY  CARE  PRAC- 
TICES: UCI  MEDICAL  AFFILIATES, 
INC.,  - DOCTOR’S  CARE,  PA  is  currently 
expanding  in  South  Carolina!  Seeking  Prima- 
ry Care  medical  practices  for  merger/acquisi- 
tion. Would  also  consider  specialty  practices. 
Please  direct  CVs,  correspondence  to  UCI 
Medical  Affiliates,  Inc.  (dba  Doctor’s  Care, 
PA),  1901  Main  Street,  Suite  1200,  Mail  Code 
1105,  Columbia,  SC  29201,  Attn:  Practice 
Acquisitions. 
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'Matters  of  Interest 
to  South  Carolina 
Physicians. 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


HOW  LONG  WILL  $1,000,000  LAST? 


$1 ,000,000  sounds  like  a lot  of  money.  That’s  because  we’re  used  to  thinking  in 
terms  of  income  rather  than  capital.  However,  if  we  consider  the  income  that 
$1,000,000  will  produce,  it  doesn’t  seem  like  much.  This  table  shows  how  many 
years  $1,000,000  will  last. 


INTEREST  RATE 

MONTHLY 

INCOME 

6% 

8% 

10% 

$5,000 

27.0 

38.0 

Forever 

$6,000 

20.0 

24.8 

36.0 

$7,000 

16.0 

18.7 

23.0 

$8,000 

13.4 

15.1 

17.5 

$9,000 

11.6 

12.7 

14.3 

$10,000 

10.2 

11.0 

12.1 

Example:  If  you  begin  with  $1,000,000  and 
continuously  earn  8%  interest,  you  can  withdraw 
$6,000  per  month  for  24.8  years.  The  fund  will  then 
be  depleted. 

Assumes  spendable  dollars  after  income  taxes  in  a 
35%  combined  federal  and  state  bracket. 


HOW  LONG  DOES  IT  TAKE  TO  ACCUMULATE  $1,000,000? 


If  you  want  to  accumulate  a fund  of  $1 ,000,000  in  the  future,  the  following  chart 
shows  how  many  years  it  will  take. 


INTEREST  RATE 


MONTHLY 

SAVINGS 

6% 

8% 

10% 

$1,000 

29.5 

24.5 

22.2 

$1,500 

24.5 

20.8 

18.9 

$2,000 

20.8 

17.9 

16.5 

$2,500 

18.7 

15.8 

14.5 

$3,000 

15.8 

14.5 

12.8 

Example:  If  you  earn  8%  per  year  and  can  save 
$2,000  per  month,  it  will  take  17.9  years  to 
accumulate  $1,000,000. 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax 
advice.  Only  your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 

P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


Medical  Software  and  Services 


fox  meadows 

software 


LIMITED 


Lease  for  $200  a month  for  one  terminal  and 
$50  for  additional  terminal  users.  No  up  front 
license  fees  and  only  a 90  day  contract. 


• Is  your  current  software  or  hardware  contract  about  to  expire  ? 

• When  you  offer  product  suggestions,  need  new  reports,  need  capitation 
or  managed  care  statistics,  is  your  vendor  interested  in  responding  ? 

• Are  you  using  the  power  of  personal  computers  as  work  stations  ? 

• Are  you  opening  a new  practice  or  other  office  locations  ? 

• Are  you  permitted  to  add  other  software  products  to  your  system  ? 


Features 

Conversion  of  your  Current  Data 
Capitation  and  Managed  Care  support 
Available  for  Windows,  Windows/95  and  DOS 
Elect.  Claims,  Statements,  Imaging  and  Graphical  Interface 
Dr.  and  O/M  access  Account  Summaries  with  a single  button 
Network  support  for  Novell,  LANtastic,  Windows/NT,  Windows/95 
Chart  Notes  that  use  Point  and  Click  Decision  Tree  with  Templates 
Document  Management  support  with  Interface  to  Word  Processors 
Appointment  Scheduler  supports  multiple  Physicians  and  Large  Clinics 
Year  2000  ready,  Relational  Database  Design,  On  Site  Training  and  Support 
Medical  Records  that  provide  enough  information  to  avoid  pulling  File  Folders 

Primary  Diagnostic  History, 

Vital  Signs,  Laboratory  Requests  and  Results, 

Medications,  Allergies,  Reactions,  Immunization  Records 
* Medical  Records  are  encrypted  after  45  days  to  protect  from  tampering  * 


FMS  is  more  than  a traditional  Accounts  Receivable  billing  system. 
Physicians  and  nurses  will  find  the  medical  records  captured  and  the 
accessibility  of  this  information  invaluable  for  Patient  care  today  and 
in  the  future.  Allow  us  the  chance  to  show  you  our  product  and  meet 
to  discuss  your  needs.  You  are  welcome  to  call  or  visit  one  of  our 
customer’s  office. 


For  additional  information  please  call  ( 800  ) 754-7213  or  ( 803  ) 754-4290. 
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What  can  a map  tell  you  about  a computer  system? 


More  than  40%  of  all  South 
Carolina  physicians  in  private 
practice  use  CompuSystems’ 
Medical  Practice  Management 
System  to  work  more 
efficiently  and  profitably. 


Plenty  — if,  like  this  one,  it  shows 
how  many  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably. 

For  example,  it  might  show  how  a 
16-year  commitment  to  'Working  for 
Physicians"  has  resulted  in  over  660 
installations  in  South  Carolina, 
representing  some  1,930  physicians  — 
over  40%  of  the  4,600  in  private  practice 
in  the  state! 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross /Blue  Shield  (with  no 


per-claim  charges)  are  improving 
physicians'  revenue. 

It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive  — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry. 

It  might  demonstrate  how  technical 
expertise  brings  a host  of  innovations, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  in  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems  only 
in  the  Southeast,  a computer  company 


can  keep  customers  up  to  date  on  the 
latest  insurance  filing  requirements. 

It  could  emphasize  the  flexibility  of 
multi-user,  multi-tasking  software  that 
runs  on  the  most  popular  operating 
system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a computer  vendor  with  a 
vision  for  the  future  and  the  expertise  to 
make  that  vision  work  for  you. 


€®inni[paflSystems 

inc. 

Carolina  Research  Park  • One  Science  Court 
Columbia,  SC  29203-9356 

800-800-6472  • 803-735-7700 
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The  New  Cellular  One® 


We’ve  also  increased  our  call  volume  capacity  so  your  calls  go  through.  Just  sit  back  and  enjoy 
our  System  2000  Network  Enhancements — and  the  more  dependable  service  they’ve 
helped  us  create. 


Better  Value. 


Add  in  the  fact  that  we  now  have  a variety  of  special  rate  plans  and 
cellular  accessories  and  things  get  even  better.  Now  your  calls  are 
clearer  in  more  places,  and  you  can  spend  less  to  make  those 
calls.  Which  is  why  more  and  more  people  use  Cellular  One 
every  day. 
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National 
Cellular  One 
Network 


No  Annual 
Contract  Options 


System  2000 
Network 
Enhancements 


Better  coverage  refers  to  increased  cell  sites  in  the  GTE  Mobilnet  Southeast  area,  8/31/93-12/31/96.  Better  set  vice  refers  to 
increased  number  of  channels  in  the  Southeast,  8/31/93-12/31/96. 


To  find  out  more  about 
Cellular  One  Service  call 

1-800-727-  CELL 

CELLULARONE 


a Scn'i 


Better. 


Better  Coverage. 

In  the  past  three  years  we’ve  doubled  our  cell  sites  to  make  Cellular  One  coverage  even  better.* 
So  no  matter  where  you  are,  we’re  confident  you’ll  notice  the  improvements. 

Better  Service. 
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PAID  IV  Plus 
does! 


He’s  just  doing  Mom  a favor.  He  doesn’t  have 
a clue  who  the  insurer  is.  This  isn’t  going  to 
make  him  late  for  practice,  is  it? 

Mix-ups  like  this  throw  your  practice’s  schedule  off 
and  frustrate  patients.  So  head  off  problems,  and  ran 
your  office  smoothly  with  PAID  IV  Plus. 

PAID  IV  Plus.  Companion  Technologies’  private 
label  version  of  The  Medical  Manager®,  is  the 
complete  practice  management  software  system 
that’s  easy  to  use.  With  just  a few  simple  keystrokes, 
you’ll: 

Easily  look  up  doctor  numbers,  insurance 
companies  and  procedure  and  diagnosis  codes 

Automatically  select  the  correct  fees  for 
procedures  (based  on  provider  or  patient's 
insurance  plan) 

Simplify  collection  of  amounts  due  by 
automatically  calculating  the  patient-due  portion 

Utilize  special  features  to  make  data  input 
fast  and  efficient 

Quickly  update  financial  information  when 
you  post  procedures 

With  its  reputation  of  having  the  finest  Procedure 
Entry  routines  available,  PAID  IV  Plus  will  do  all  the 
work,  and  you'll  get  all  the  credit.  And  maybe  that 
raise ... 

Learn  what  else  PAID  IV  Plus  can  do  for  you. 

Call  Companion  Technologies  for  information  or  to 
schedule  a system  demonstration. 

1-800-382-PAID  (7243) 
or  fax  (803)  699-2384 

PAID  TV  Plus.  Because  patients  can’t  remember 
everything , a fid  you  have  to. 


PAIDIV 
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Plus 


Companion  Technologies 

Modern  technology  for  practice  management 


Oceanfront, 
Creekside,  & 
Marshview 
Homesites 


Come  see  for  yourself 
why  Jeremy  Cay  and 
The  Hammocks  are 
two  of  coastal  South 
Carolina 's  fastest 
selling  properties. 
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Like 


World 
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Historic  Jeremy  Cay  at  Edingsville  Beach 
offers  South  Carolina’s  most  beautiful  ocean- 
front  and  oceanview  homesites.  Dirt  roads 
wind  lazily  among  oaks,  palmettos,  and  tidal 
lagoons,  and  offer  residents  some  of  the 
most  majestic  scenery  ever. 

It  is  a place  of  seclusion 
and  natural  beauty,  where 
families  can  enjoy  the  creeks, 
marshes,  and  two  miles  of 
private  beach  that  surround 
this  pristine  island. 


The  Hammocks  at  Jeremy  Inlet  draws  its 
name  from  the  geographic  term  “hammock,” 
which  is  used  to  describe  an  area  higher  than 
its  surroundings,  characterized  by  rich  soil  and 
hardwood  vegetation.  Here,  gigantic  oaks  rise 
proudly  above  these  magnifi- 
cent homesites  and  tropical 
vegetation  enhances  the  spec- 
tacular views  of  the  marsh, 
creek,  and  ocean.  Individual 
dock  sites  and  controlled 
access  provide  added  value. 


The  Savage  Company  • One  Hammocks  Way,  Edisto  Island,  SC  29438 
(803)  869-1556  • 1-800-475-1556  • FAX:  (803)  869-1557 


Writing  the  first  word  is  the  hardest  choice.  Twelve  times  I have  sat  down  to  a blank 
sheet  of  paper  (or  napkin  or  drug-logo  pad  or  airsick  bag),  or  whatever  else  was  handy  to  try  to 
wax  wise  or  philosophical  about  the  happenings  in  the  turbulent  world  of  medicine:  to  fill  this 
page. 


Eleven  times  I have  known  the  lonely  sinking  feeling  of  turning  in  the  finished 
product — my  thoughts  in  words  to  be  spread  naked  across  the  page  in  front  of  the  most  elite 
professional  organization  in  the  state.  How  will  they  not  find  me  foolish? 

This  time  is  different.  This  President’s  Page  is  an  indulgence,  and  it  is  all  mine.  First 
Person  Singular.  All  I want  to  say  to  you  this  month  is:  I have  had  a wonderful  year! 

I started  my  term  as  SCMA  president  knowing  full  well  that  I to  had  the  Peter  Principle 
to  my  own  level  of  incompetence.  A sense  of  overwhelming  inadequacy  encircled  me  like  a shirt 
to  tight. 


But  master  courage  I did.  Believe  me,  it  took  real  courage  to  feel  confident  while 
standing  alone,  supposedly  with  all  the  right  answers  to  the  incredibly  complex  questions  the 
county  medical  societies  needed  to  ask.  It  took  courage  to  sign  my  name  to  letters  to  the 
governor,  attorney  general,  university  presidents,  and  other  truly  powerful  people,  pointing  out  to 
them,  respectfully,  that  the  opinion  of  this  profession  varied  somewhat  from  their  own. 

And  it  was  humbling  to  receive  a reply  that,  out  of  respect  for  this  profession,  the 
powerful  opinion  would  be  reconsidered.  Not  necessarily  changed,  but  at  least  considered. 

Work  hard  for  you  I did.  Sometimes  it  felt  more  like  wheelspinning,  but  I kept  pedaling. 

And  in  return,  from  you,  the  membership,  I was  blessed  with  a genuine  sense  of  pride  in 
ownership.  That  has  been  a joy  I never  expected,  and  it  has  changed  my  life. 

Nobody  who  helped  me  in  this  endeavor  is  responsible  for  my  shortcomings.  Everyone 
who  buoyed  me  up  along  this  rising  crest  gets  credit  for  any  successes,  and  gratitude. 

As  a final  indulgence,  please  let  me  express  to  each  and  everyone  of  you  my  heartfelt 
thanks  for  allowing  me  to  play  the  starring  role  in  this,  the  best  year  of  my  life,  as  far. 


! ^ 0 


Carol  S.  Nichols,  M.  D. 
President 
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HIGHLIGHTS  OF  THE  MARCH  26  BOARD  OF  TRUSTEES  MEETING 


Pharmacy  Practice  Act:  The  board  voted  to  oppose  the 
collaborative  practice  part  of  the  Pharmacy  Practice  Act 
at  level  A. 

AM  A Council  on  Legislation:  The  board  agreed  to  sup- 
port the  nomination  of  Daniel  Brake,  MD,  to  serve  anoth- 
er term  on  the  AMA’s  Council  on  Legislation. 


Impaired  Physicians : The  board  voted  that  the  SCMA 
should  be  an  advocate  for  impaired  physicians,  but  leave 
the  monitoring  of  impaired  physicians  to  the  SC  Board 
of  Medical  Examiners. 

MIT  Board  Appointment:  The  board  elected  Dr.  Brian 
McIntyre  to  the  MIT  board.  □ 


MEDICARE  UPDATE 


Modifier  59  Clarification ; In  the  March  1997  Medicare 
Advisory , Medicare  reminded  you  about  replacing  the  GB 
modifier  with  modifier  59  effective  April  1,  1997. 
Medicare  stated  that  you  should  use  modifier  59  rather 
than  the  GB  modifier  on  any  claims  filed  on  or  after  April 
1,  1997,  regardless  of  the  date  of  service.  This  is  true, 
given  that  modifier  59  is  valid  only  on  date  of  service 
on  or  after  January  1,  1997.  However,  this  does  not 
mean  that  you  may  use  modifier  59  on  dates  of  service 
prior  to  January  1,  1997.  In  fact,  for  claims  with  dates 
of  service  prior  to  January  1, 1997,  you  should  use  the 
GB  modifier.  Hence,  use  the  1997  CPT  codes  and  mod- 
ifiers for  1997  dates  of  service;  use  the  1996  CPT  codes 
and  modifiers  for  1996  dates  of  service. 


• Would  you  like  to  receive  claim  payments  in  14 
days  rather  than  30? 

• Would  you  like  the  option  of  having  claim  pay- 
ments transferred  electronically  to  your  office  bank 
account? 

Take  advantage  of  the  benefits  of  Railroad  Medicare’s 
electronic  claim  submission  program.  Call  United 
Healthcare  (formerly  MetraHealth)  today  to  learn 
how  its  software  and  technical  support  can  help  you 
save  time  and  money  for  your  practice. 

Contact  David  Greene  at  United  HealthCare-Railroad 
Medicare,  P.O.  Box  10066,  Augusta,  GA.  30999-0001 , 
(706)  855-3078,  rrbga@ix.netcom.com. 


Railroad  Medicare  Electronic  Claim  Submission:  If  you 
have  been  submitting  paper  claims  for  your  Railroad 
Medicare  patients,  consider  this: 


(continued  on  page  4) 


MEDICAID  UPDATE 


Injection  Code  Description  and  Rate  Changes:  The 

descriptions  of  several  injection  or  J codes  have  been 
changed  for  1997.  These  changes  resulted  in  rate  changes 
effective  with  dates  of  service  on  or  after  April  1, 1997. 


For  dates  of  service  prior  to  April  1 
on  the  previous  description. 

, 1997,  rates  are  based 

Code 

Old  Description 

Rate  Prior  to  4/1/979 

J0292 

Ampicillin  to  500  mg 

$ 3.08 

J0585 

Botulilnum  Toxin 
Type  A per  100  units 

$361.33 

J2597 

Desmopressin  Acetate 
4 meg 

$201.70 

J2820 

Sargramostin  (CM-CSF) 
150  meg 

$ 108.01 

Code 

New  Description 

Rate  as  of  4/1/97 

J0292 

Ampicillin  Sodium 
up  to  500  mg 

$ 3.34 

J0585 

Botulilnum  Toxin 
Type  A,  per  unit 

$ 3.59 

J2597 

Desmopressin  Acetate 
per  1 meg 

$ 6.95 

J2820 

Sargramostim  (CM-CSF)  $ 23.20 

50  meg 

Teaching  Physician  Policy:  A subcommittee  of  the 
SCMA  Medicaid  Reimbursement  and  Policy  Ad  Hoc 
Committee  has  been  formed  to  review  the  Medicaid 
teaching  physician  policy.  More  information  will  be 
announced  in  future  updates  as  details  become  available. 

Medicaid  Managed  Care  Program:  At  this  time  there 
are  864  Medicaid  recipients  enrolled  in  the  Select  Health 
“First  Choice”  HMO  program.  First  Choice  is  now  oper- 
ating in  Florence,  Lexington,  and  Richland  counties. 

Currently  there  are  2,619  Medicaid  recipients  enrolled 
in  the  Physician  Enhanced  Program  (PEP)  pilot  sites. 
These  sites  are  Lovelace  Family  Practice  in  Newberry 
County,  Medical  Center  PA  in  Pickens  County,  and  East- 
ern Carolina  Pediatric  Associates  in  Florence  County. 

Reminder:  Due  to  recipient  enrollment  in  Medicaid 
Managed  Care  plans,  it  is  very  important  that  office  staff 
check  monthly  Medicaid  cards. 

Statewide  expansion  of  the  Physician  Enhanced  Program 
(PEP)  is  currently  in  the  planning  stage  with  imple- 
mentation on  a county  basis  expected  in  Fall  1 997.  □ 


SCMA  ANNUAL  MEETING 
MAY  1-4, 1997 
The  Charleston  Place  Hotel 

As  this  newsletter  goes  to  press,  final  plans  are  under  way  for  the  149th  SCMA  Annual  Meeting  and  Scientific  Assem- 
bly. Currently,  approximately  250  physicians  are  preregistered  for  the  meeting.  Awards  which  will  be  presented  dur- 
ing the  House  of  Delegates  on  Sunday  morning  include: 

1997  Award  for  Excellence  in  Medical  and  Health  Care  Reporting:  Ms.  Ally  son  Floyd  ofWPDE-TV  in  Florence  is 
the  winner  of  the  broadcast  journalism  category  for  her  30-minute  special  titled  Matters  of  the  Heart.  This  program 
featured  aspects  of  cardiovascular  disease,  including  what  happens  during  a heart  attack,  signs  and  symptoms  of  a 
heart  attack,  risk  factors,  and  the  latest  technology  in  diagnosis  and  treatment  of  cardiovascular  disease.  Ms.  Melis- 
sa Huff  Salvatore  c;/The  Sun  News  in  Myrtle  Beach  is  the  winner  in  the  print  journalism  category  for  her  series  titled 
Mutiny  in  the  Body  which  featured  information  about  breast  cancer,  including  the  importance  of  screening  and  tech- 
nological advances  concerning  early  detection  of  the  disease. 

1997  Service  to  the  Community  Award:  Columbia  Medical  Society  is  this  year’s  winner  of  the  SCMA  Service  to  the 
Community  Award  for  their  anti-violence  program  in  which  members  conduct  monthly  presentations  to  at-risk  stu- 
dents and  their  parents  on  how  to  avoid  confrontational  and  potentially  dangerous  situations. 

SCMA  Physician  of  the  Year  Award  for  Community  Service:  William  H.  Davis,  MD , a urologist  in  Myrtle  Beach, 
has  been  selected  as  the  recipient  of  the  SCMA  Physician  of  the  Year  Award  for  Community  Service. 

See  the  Schedule  of  Events  in  this  issue  of  The  Journal  for  a complete  list  of  social  activities,  business  meetings,  and 
scientific  sessions.  Be  sure  to  take  time  to  visit  all  of  our  exhibitors  before  and  after  meetings  and  during  the  coffee 
breaks.  If  you  are  not  preregistered,  call  the  SCMA  today!  D 


SCMA  PRACTICE  MANAGEMENT 
WORKSHOPS 

Audit-Proofing  Your  Practice 
Protecting  the  Medical  Practice  from  Fraud  and 
Abuse  Through  Compliance  Planning 

Columbia:  May  13,1997 
Sheraton  Hotel  and  Conference  Center 
Charleston:  May  20, 1997,  Charleston  Hilton 
Greenville:  June  11 , 1997,  Greenville  Hilton  and  Towers 

This  workshop  will  provide  a practical,  hands-on 
approach  to  identifying  the  medical  reimbursement  issues 
facing  physicians  and  their  staffs.  Our  panel  of  experts 
will  explain  how  medical  practices  are  selected  for  audit- 
ing, how  to  deal  with  these  auditors  and  investigators 
when  they  “knock  on  your  door,”  and  why  physicians  and 
medical  managers  may  be  prosecuted  lor  the  acts  of  their 
employees.  Your  instructors  will  be  Edward  L.  Grims- 
ley,  Esquire,  and  Celeste  Jones,  Esquire,  of  the  McNair 
Law  Firm,  and  Barbara  Bowman.  CPC,  of  the  Webster 
Accounting  Firm.  This  workshop  will  be  held  9:00  a.m.  - 
4:00  p.m.  Register  by  April  28, 1997. 

Marketing  the  Medical  Practice 

Columbia:  May  14, 1997 
Sheraton  Hotel  and  Conference  Center 

Marketing,  in  tandem  with  excellent  clinical  services,  can 
help  your  practice  expand  by  increasing  the  patient  base 
and  volume  of  services  provided.  Marketing  educates  and 
informs  your  patients  of  the  services  you  offer  and  pro- 
vides them  with  the  answers  and  solutions  to  their  ques- 
tions and  concerns.  Marketing  lets  your  patients  know  that 
you  care  about  them  and  that  you  want  to  be  their  choice 
of  provider.  Presented  by  The  Remedi  Group,  a division 
of  JDJ,  Inc.,  this  workshop  will  provide  you  the  tools  and 
knowledge  needed  to  successfully  market  your  medical 
practice.  This  workshop  will  be  held  9:00  a.m.  - 4:00 p.m. 
Register  by  April  29, 1997. 

Developing  a Capitation  Rate 
Two  Workshops  for  Specialty  and 

Primary  Care  Practices 

Columbia:  May  21 , 1997 
Sheraton  Hotel  and  Conference  Center 

Capitation  presents  a new  challenge  and  opportunity,  but 
are  your  practice  and  staff  prepared  to  negotiate,  devel- 
op reasonable  rates,  or  manage  the  administration  of  a 
capitated  system?  This  workshop  will  cover  the  basics 
of  capitation  and  will  help  you  develop  a capitation  rate 
for  your  practice  which  allows  for  profit  and  financial  suc- 
cess. You  will  receive  handouts  and  worksheets  with  man- 
agement tools  and  formulas  to  help  you  develop  your  own 
capitation  rates.  The  Remedi  Group,  a division  of  JDJ, 
Inc.,  will  present  two  different  half-day  workshops,  pro- 


viding for  specialty  care  and  for  primary  care  practices. 
The  workshop  for  specialty  practices  will  be  held  9:00 
a.m,.  - 12:00  p.m.  The  workshop  for  primary  care  prac- 
tices ( family  practice,  internal  medicine,  and  pediatrics ) 
will  be  held  2:00  p.m.  - 5:00  p.m.  Register  by  May  7, 
1997.  ' a 

PCN  UPDATE 

The  Physicians  Care  Network  (PCN)  continues  to  grow. 
PCN  has  added  several  new  groups  with  these  effective 
dates:  Petty  Nissan  (Anderson),  effective  January  1, 1997; 
International  Workers’  Association  (statewide)  effective 
April  1,  1997;  Cypress  Club,  Inc.  (Hilton  Head),  effec- 
tive April  1,  1997  and  Augusta  Fiberglass  (Blacksville), 
effective  February  1,  1997.  Fennell  Container  has  pur- 
chased two  companies,  EcoServices  in  Hilton  Head  and 
Suburban  Disposal  in  Charleston.  These  became  effec- 
tive on  March  1,  1997  as  part  of  Fennell  Companies.  Pio- 
neer Financial  Services  is  providing  two  new  products 
through  Connecticut  National  Life  (statewide)  which  is 
effective  the  first  quarter  of  1 997.  With  these  additions, 
PCN  now  has  41  contracted  groups  and  35,702  covered 
lives.  Provider  participation  is  at  an  all-time  high  and 
includes  4,120  physicians,  73  hospitals  and  over  289 
ancillary  providers. 

If  you  have  any  questions  about  PCN  or  would  like  to 
become  a participating  provider,  please  contact  Cindy 
Osborn,  Manager,  PCN  at  (803)  798-6207,  extension  257 
or  statewide  at  1 -800-327-1021 . You  can  also  send  her 
an  e-mail  message  to  cindy@scmanet.org.  □ 

CAPSULES 

Donald  G.  Kilgore,  MD,  a pathologist  in  Greenville, 
received  the  Order  of  the  Palmetto  Award  which  was  pre- 
sented at  a Greenville  County  Medical  Society  Meeting 
by  the  Honorable  David  H.  Wilkins,  Speaker  of  the  House 
of  Representatives.  The  Order  of  the  Palmetto  is  the  high- 
est honor  the  state  of  South  Carolina  presents  to  an  indi- 
vidual for  outstanding  service,  commitment,  and  human- 
itarianism. 

J.  David  Osguthorpe,  MD,  an  otolaryngologist  in 
Charleston,  has  been  elected  to  serve  as  alternate  dele- 
gate of  the  American  Academy  of  Otolaryngic  Allergy, 
one  of  the  otolaryngology  subspecialties,  which  has 
approximately  2,000  members  and  has  had  American 
Medical  Association  representation  since  the  1970s. 

Julian  A.  Salley,  MD,  an  obstetrician/gynecologist  in 
Columbia,  received  the  Wellspring  “Top  Doc”  for  1997. 
Wellspring  is  a not-for-profit  volunteer  health  organi- 
zation whose  mission  is  to  advocate  and  support  the 
wholistic/holistic  approach  to  health.  7J 
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MEDICARE  UPDATE  (continued) 


No  Coverage  for  Provider  Families  or  Members  of 
Household:  Medicare  does  not  pay  for  services  provided 
by  someone  related  to  the  beneficiary  because  these  ser- 
vices would  nomially  be  provided  free  of  charge.  This 
applies  to  items  and  services  rendered  by  a related  physi- 
cian or  supplier,  even  if  the  bill  or  claim  is  submitted  by 
an  unrelated  individual  or  by  a partnership  or  professional 
corporation.  It  applies  to  items  and  services  furnished  inci- 
dent to  a physician’s  professional  services  only  if  the 
physician  who  ordered  or  supervised  the  services  has  an 
excluded  relationship  to  the  beneficiary.  The  only  excep- 
tion is  items  furnished  by  an  incorporated  nonphysician 
supplier. 

The  following  relationships  to  the  provider  are  consid- 
ered immediate  relatives  or  members  of  household.  Any 
services  you  provide  to  these  individuals  are  not  covered 
by  Medicare. 

• Husband  or  wife. 

• Natural  or  adoptive  parent,  child,  or  sibling. 


• Stepparent,  stepchild,  stepbrother,  or  stepsister 
(even  after  death  of  or  divorce  from  the  blood  rel- 
ative). 

• Father-in-law,  mother-in-law,  son-in-law,  daugh- 
ter-in-law, brother-in-law,  or  sister-in-  law  (even 
after  death  of  divorce  from  the  blood  relative).  A 
brother-in-law  or  sister-in-  law  relationship  does 
not  exist  between  a physician  or  supplier  and  the 
spouse  of  his  wife’s  (or  her  husband’s)  brother  or 
sister. 

• Grandparent  or  grandchild. 

• Spouse  of  grandparent  or  grandchild. 

• Domestic  employee. 

• Others  who  live  with  you  as  part  of  a single  fam- 
ily unit  (A  mere  roomer  or  boarder  is  not  includ- 
ed). 

In  the  event  that  Medicare  pays  you  for  services  that  you 
provide  to  any  of  the  individuals  listed  above.  Medicare 
has  the  right  to  recoup  that  money.  □ 


SCMA  ENDORSES  DISCOUNT  LONG  DISTANCE  PROGRAM 
FOR  BOTH  MEMBERS  AND  THEIR  EMPLOYEES 
(The  11  1/4  Cent  Solution  to  Heavy  Long  Distance  Bills) 

Would  you  like  to  significantly  reduce  your  long  distance  bills  both  in  the  office  and  at  home? 

SCMA  is  pleased  to  endorse  a specially  negotiated  long  distance  program  with  Telco  Communications  Group,  Inc. 
Telco,  one  of  the  country’s  largest  providers  oflong  distance  services,  provides  all  of  the  long  distance  services  for 
the  SCMA  headquarters  in  Columbia. 

Now,  you  and  your  employees  can  enjoy  the  same  kind  of  quality  service  and  discounted  long  distance  rates. 
Here’s  the  deal: 

• one  guaranteed,  fixed  rate  of  1 1 1/4  cents  per  minute  for  all  long  distance  calls 

• guaranteed  seven  days  a week,  24  hours  a day 

• applies  to  both  in-state  and  out-of-state  long  distance  calls 

• no  charge  to  join,  no  long-temi  contract,  no  minimum  usage  required 

• RATE  GUARANTEED  TOR  BOTH  OFFICE  AND  HOME 

How  do  I sign  up?  Just  call  our  special  toll-free  number  at  1-800-643-7674  and  start  enjoying  the  savings. 

ONE  GREAT  RATE  ANYTIME,  ANYWHERE,  FOR  THE  HOME  OR  OFFICE.. .THAT'S  AS  SIMPLE  AS  IT 
GETS. 
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THE  ONE  HUNDRED  FORTY-NINTH 
ANNUAL  MEETING 

THE  CHARLESTON  PLACE  HOTEL 
CHARLESTON,  SOUTH  CAROLINA 
MAY  1 - MAY  4,  1997 


The  149th  Annual  Meeting  of  the  South  Car- 
olina Medical  Association  (SCMA)  will  mark  17 
consecutive  years  in  Charleston  and  the  11th  con- 
secutive year  at  the  Charleston  Place  Hotel 

Information  regarding  the  meeting,  including 
registration  and  hotel  reservation  forms,  has  been 
mailed  to  all  South  Carolina  physicians,  but  if 
you  have  not  received  this  information,  call 
SCMA  Headquarters  in  Columbia  (798-6207  or 
1-800-327-1021).  Again,  there  is  no  registration 
fee  for  SCMA  members,  and  pre-registration  is 
encouraged. 

The  House  of  Delegates  meets  to  consider  the 
business  of  the  association  on  Friday,  May  2,  and 
again  on  Sunday  morning,  May  4.  Reference 
Committees  will  meet  on  Friday  afternoon. 

A total  of  13.25  AM  A Category  1 and  13.25 
AAFP  Prescribed  hours  have  been  approved  for 
scientific  sessions  beginning  on  Thursday  after- 
noon and  continuing  through  Saturday  afternoon. 
Consult  the  schedule  of  events  which  follows  for 
details  on  all  programs. 

Our  special  guests  for  this  annual  meeting  include 
Daniel  H.  Johnson,  Jr.,  M.  D.,  President  of  the 
AMA,  and  Louis  A.  Cancellaro,  M.  D.,  Ph.  D.,  Past 


President  of  the  Southern  Medical  Association, 
who  will  both  address  the  House  of  Delegates. 

A new  feature  this  year  includes  a workshop 
titled  “The  Marriage  of  Technology  and 
Medicine.”  This  workshop  is  scheduled  for  Fri- 
day and  will  highlight  informatics  and  virtual 
reality  in  medicine. 

Again  this  year,  the  SCMA  will  serve  as  the 
umbrella  organization  for  many  specialty  soci- 
eties who  will  hold  business  and  scientific  ses- 
sions during  the  Annual  Meeting. 

The  SCMA  Board  of  Trustees  will  meet  on 
Thursday,  May  1 and  at  breakfast  each  day  to 
consider  business  which  arises  during  the  House 
of  Delegates  meetings. 

This  year,  the  issue  of  The  Journal  contains 
only  the  officer  and  subsidiary  reports  available 
at  publication  deadline.  Additional  reports  and 
resolutions  will  only  be  included  in  the  delegates' 
handbooks  which  will  be  mailed  prior  to  the 
meeting.  Delegates  are  asked  to  bring  their  hand- 
books to  the  meeting  or  to  pass  them  along  to 
alternate  delegates  if  they  are  unable  to  attend. 

—ALB 
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ONE  HUNDRED  FORTY-NINTH  ANNUAL  MEETING 
SCHEDULE  OF  EVENTS 


Thursday,  May  1, 1997 

TIME/LOCATION 

EVENT 

8:00  a.m. -12:30  p.m. 
2nd  Floor  Lobby 

Alliance  Registration  - Open 

9:00  a.m.- 10:00  a.m. 
Willow  Ballroom 

Alliance  Executive  Board  Meeting 

10:30  a.m.-12:00  noon 
Magnolia  Ballroom 

Alliance  Presidents’  Brunch 

11:30  a.m.-l:00  p.m. 
Edmunds  Room 

CME  Focus  Group  Luncheon  Meeting 

11:30  a.m.-7:00  p.m. 
2nd  Floor  Grand  Hall 

SCMA  Registration — Open 

12:15  p.m.-l:00  p.m. 
Louis’s  Charleston  Grill 

SCMA  Board  of  Trustees  Luncheon 

12:30  p.m.-3:30  p.m. 
Willow  Ballroom 

Alliance  House  of  Delegates 

1:00  p.m.-2:30  p.m. 
Drayton  Room 

SC  Society  of  Medical  Assistants  Scientific  Session 

“Maximizing  Profits  in  the  Physician’s  Office” 
Donnie  Burkett,  CPA,  Burkett  and  Burkett  CPAs, 
Columbia,  SC 

1:00  p.m.-5:00  p.m. 
Jenkins/King  Room 

SCMA  Board  of  Trustees  Meeting 

l:00p.m.-5 :00  p.m. 
Magnolia  Ballroom 

SCMA  Plenary  Session 
“What’s  New  in...” 

1:00-1:20 

“Travel  Medicine” 

Gary  A.  Goforth,  MD,  Greenwood,  SC 

1:20-1:40 

“Management  of  Impotence” 

Robert  P.  Nelson,  Jr.,  MD,  MUSC,  Charleston,  SC 

1:40-2:00 

“Adult  Day  Care” 

Lisa  Wilson,  MD,  Columbia,  SC 
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Thursday,  May  1, 1997  (continued) 


TIME/LOCATION 

EVENT 

2:00-2:15 

Question  and  Answer  Session 

2:15-2:35 

Break 

2:35-2:55 

“Top  Ten  New  Drugs” 

C.  Wayne  Weart,  PharmD,  MUSC,  Charleston,  SC 

2:55-3:15 

“Pain  Management” 

Iva  T.  Chappie,  MD,  Columbia,  SC 

3:15-3:35 

“Pediatric  Vaccines” 

H.  Gratin  Smith,  MD,  Greenwood,  SC 

3:35-3:50 

Question  and  Answer  Session 

3:50-4:10 

Break 

4:10-4:30 

“Physician  Extenders” 

David  G.  Askins,  Jr.,  MD,  Charleston,  SC 

4:30-4:50 

“Management  of  Diabetes” 

John  A.  Colwell,  MD,  PhD,  MUSC,  Charleston,  SC 

4:50-5:00 

Question  and  Answer  Session 

3:00  p.m.-7:00  p.m. 
Dogwood/Cypress/Live  Oak 
Ballrooms  and  Grand  Hall 

Exhibitors  Set  Up 

6:00  p.m.-8:00  p.m. 
Jenkins/King  Room 

SCMA  Young  Physicians  Section  Business  Meeting 

8:00  p.m.-9:00  p.m. 
Suite  2H 

SCMA  Young  Physicians  Section  Reception 
(Supported  by  SCMA  Financial  Services,  Inc.) 

7:00  a.m.-5:00  p.m. 
2nd  Floor  Grand  Hall 

Friday,  May  2, 1997 

SCMA  Registration  - Open 

7:00  a.m.-8:00  a.m. 
Louis’s  Charleston  Grill 

SCMA  Board  of  Trustees  and  Past  Presidents’  Breakfast 
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SCHEDULE  OF  EVENTS 

Friday,  May  2, 1997  (continued) 


TIME/LOCATION 

EVENT 

7:00  a.m.-8:00  a.m. 
Edmunds  Room 

Interspecialty  Council  and  Specialty  Society  Delegates  Meeting 

7:00  a.m.-8:00  a.m. 
Gadsden  Room 

CME  Committee  Breakfast  Meeting 

7:00  a.m.-8:00  a.m. 
Fenwick  Room 

Residents’  Breakfast  Meeting 

7:30  a.m.-8:30  a.m. 
Booths  22  & 65 

Coffee/Juice 

(Supported  by  BellSouth) 

7:30  a.m.-6:00  p.m. 
Dogwood/Cypress/Live  Oak 
Ballrooms  and  Grand  Hall 

Exhibits  Open 

8:00  a.m.- 1 1:30  a.m. 
Willow/Magnolia  Ballrooms 

SCMA  House  of  Delegates 

9:00  a.m.-l  1:30  a.m. 
Colleton  Room 

SC  Cardiopulmonary  Rehabilitation  Association  Board  of 
Directors  Meeting 

9:45  a.m.-10:45  a.m. 
Booths  22  & 65 

Coffee  Break 

(Supported  by  Companion  Healthcare) 

10:00  a.m.-l  1:00  a.m. 
Riley  Room 

MUSC  Medical  Alumni  Board  Meeting 

11:00  a.m.-12:30  p.m. 
2nd  Floor  Grand  Hall 

SC  Cardiopulmonary  Rehabilitation  Association  Registration 

12:00  noon- 1:00  p.m. 
Riley  Room 

SC  Chapter  of  the  American  Academy  of  Pediatrics  Perinatal 
Section  Executive  Committee  Luncheon 

12:00  noon-1 :30  p.m. 
Louis’s  Charleston  Grill 

SCMA  Young  Physicians  Section  Luncheon  & Meeting 
(Supported  by  the  AMA  Young  Physicians  Section) 

12:00  noon-l:30  p.m. 
Suite  2G 

Family  Practice  Directors  Luncheon  Meeting 
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SCHEDULE  OF  EVENTS 

Friday,  May  2, 1997  (continued) 


TIME/LOCATION 

EVENT 

12:00  noon-5 :00  p.m. 
Jenkins/King  Room 

SC  Dermatological  Association  Business  Meeting  and 
Scientific  Session 

12:00-1:35 

“The  15  Minute  Office  Workup  for  Women  With  Hair  Loss” 

and 

“What  are  the  Feds  Doing  to  Us  Today? — Update  on  How 
Government  Policies  Will  Affect  Dermatologists  and  Their 
Patients” 

Lynn  A.  Drake,  MD,  University  of  Oklahoma,  Norman,  OK 
(Supported  by  the  Dermatology  Foundation) 

1:35-2:30 

“Practical  Approaches  to  Melanin  Pigmentary  Disorders” 
Thomas  B.  Fitzpatrick,  MD,  Weston,  MA 
(Supported  by  ICN  Pharmaceuticals) 

2:30-3:25 

“Physics,  Safety  and  Clinical  Update  on  Lasers  for  the 
Practitioner” 

Ronald  G.  Wheeland,  MD,  Fair  Oaks,  CA 
(Supported  by  Westwood-Squibb  Pharmaceuticals) 

3:25-4:00 

“Great  Cases  From  the  University  of  South  Florida” 

Neil  A.  Fenske,  MD,  University  of  South  Florida,  Tampa,  FL 
(Supported  by  the  Kathleen  Riley  Lectureship  Fund — MUSC) 

4:00  -5:00 

Business  Meeting 

12:30  p.m.-l:30  p.m. 
Edmunds  Room 

Reference  Committee  Chairpersons’  Luncheon 

12:30  p.m.-2:30  p.m. 
Drayton  Room 

SC  Psychiatric  Association  Scientific  Session 

12:30-1:30 

“Cultural  Issues  in  Primary  Care — What’s  Black  or  White  Got  to 
Do  With  It?” 

Stephen  McLeod-Bryant,  MD,  MUSC,  Charleston,  SC 

1:30-2:30 

“Eating  Disorders  in  Athletes” 

Richard  K.  Harding,  MD,  Richland  Memorial  Hospital, 
Columbia,  SC 

12:45  p.m.-5:00  p.m. 
Magnolia  Ballroom 

SC  Cardiopulmonary  Rehabilitation  Association  Symposium 
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SCHEDULE  OF  EVENTS 

Friday,  May  2, 1997  (continued) 


TIME/LOCATION 

EVENT 

12:45-1:00 

Opening  Remarks 

Alan  M.  Blaker,  MD,  President,  SC  Cardiopulmonary 
Rehabilitation  Association 

1:00-1:45 

“Pulmonary  Rehabilitation:  Performance  in  a ‘Nontraditional’ 
Environment” 

Brian  W.  Carlin,  MD,  Allegheny  General  Hospital,  Pittsburgh,  PA 

1:45-2:30 

“How  to  Increase  Dietary  Compliance  in  Patients” 

Joseph  C.  Piscatella,  President — Institute  for  Fitness  and  Health,  Inc., 
Tacoma,  WA 

2:30-2:45 

Break 

2:45-3:00 

Award  Presentation 

3:00-3:45 

“Women  and  Heart  Disease” 

Alan  M.  Blaker,  MD,  Florence,  SC 

3:45-5:00 

Round  Tables: 

“Clinical  Pathways” 

Cynthia  L.  MacDonald,  MSN,  RN,  Trident  Regional  Medical  Cen- 
ter, Charleston,  SC 

“Vegetarian  Diet” 

Roberta  O.  Jupp,  SC  Heart  Center,  Columbia,  SC 

Colleen  A.  Wracker,  RD,  Richland  Memorial  Hospital,  Columbia,  SC 

“Pulmonary” 

Mark  R.  Stout,  MS,  Lexington  Medical  Center,  Lexington,  SC 
“Stress  Management” 

Bren  J.  Schell,  NTS,  Richland  Memorial  Hospital,  Columbia,  SC 
“Outcomes” 

Susan  S.  Beverung,  RN,  BSN,  Richland  Memorial  Hospital, 
Columbia,  SC 

“Resistance  Training” 

J.  Larry  Durstine,  PhD,  University  of  SC,  Columbia,  SC 

12:45  p.m.-2:15  p.m. 
Willow  Ballroom 

MUSC  Alumni  Luncheon 
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SCHEDULE  OF  EVENTS 

Friday,  May  2, 1997  (continued) 


TIME/LOCATION 

EVENT 

l:00p.m.-3:00p.m. 
Beauregard  Room 

SCMA  Workshop:  “The  Marriage  of  Technology  and  Medicine” 
R.  Larry  Dooley,  PhD,  Clemson  University,  Clemson,  SC 

l:00p.m.-4:30  p.m. 
Suite  2H 

SC  Society  of  Emergency  Room  Physicians  Scientific  Session 

“Thrombolytic  Therapy  for  Myocardial  Infarction  and  Stroke” 
Richard  Aghababian,  MD,  University  of  Massachusetts,  Worcester,  MA 

l:00p.m.-5:00  p.m. 
Suite  2K 

SC  Chapter  of  the  American  Academy  of  Pediatrics  Perinatal 
Section  Scientific  Session  and  Business  Meeting 

1:00-3:00 

“Management  of  Esophageal  Atresia  in  the  ‘90s” 
Michael  L.  Gauderer,  MD,  Greenville,  SC 

3:00-5:00 

Business  Meeting 

1:30  p.m.-3:00  p.m. 
Hampton,  Fenwick  and 
Gadsden  Rooms,  Suite  2J 

SCMA  Reference  Committee  Meetings 

(Specific  room  assignments  will  appear  in  Delegates  Handbook) 

2:00  p.m.-4:00  p.m. 
Suite  2L 

SC  Orthopaedic  Association  Business  Meeting 

2:00  p.m.-4:00  p.m. 
Colleton  Room 

SC  Chapter  of  the  American  Academy  of  Pediatrics/CRS 
Combined  Scientific  Session 

2:00-2:15 

“CRS  Update” 

Ronald  C.  Porter,  MD,  USC  School  of  Medicine,  Columbia,  SC 

2:15-3:00 

“An  Overview  of  South  Carolina’s  HIV  Programs” 

Tanya  E.  Reid,  MD,  Richland  Memorial  Hospital,  Columbia,  SC 
Robin  N.  Kelley,  MD,  Greenville  Hospital  System,  Greenville,  SC 
George  M.  Johnson,  MD,  MUSC,  Charleston,  SC 

3:00-3:15 

Break 

3:15-4:00 

“Orthopaedic  Management  of  Cerebral  Palsy” 

J.  David  Thompson,  MD,  MUSC,  Charleston,  SC 

2:15  p.m.-3:15  p.m. 
Booths  22  & 65 

Coffee  Break 
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SCHEDULE  OF  EVENTS 

Friday,  May  2, 1997  (continued) 


TIME/LOCATION 

EVENT 

3:00p.m.-5:00p.m. 
Drayton  Room 

SCMA  Plenary  Session: 
“What’s  New  In....” 

3:00-3:20 

“Endo- Vascular  Techniques” 

William  M.  Moore,  MD,  Columbia,  SC 

3:20-3:40 

“Cardiac  Arrhythmia” 

Robert  W.  Hull,  MD,  Greenville,  SC 

3:40-3:50 

Question  and  Answer  Session 

3:50-4:10 

Break 

4:10-4:30 

“Depression” 

Joshua  T.  Thornhill,  IV,  MD,  USC  School  of  Medicine,  Columbia,  SC 

4:30-4:50 

“Adolescent  Medicine/Drug  Addiction” 
Janice  D.  Key,  MD,  MUSC,  Charleston,  SC 

4:50-5:00 

Question  and  Answer  Session 

3:00  p.m.-5:00  p.m. 
Hampton,  Fenwick  and 
Gadsden  Rooms 

SCMA  Reference  Committee  Meetings 

(Specific  room  assignments  will  appear  in  Delegates  Handbook) 

3:30  p.m.-5:00  p.m. 
Edmunds  Room 

SCMA  Ethics  Committee  Forum:  “Mary  Had  a Little  Lamb,  Lamb, 
Lamb. . .The  Ethics  of  Cloning” 

(All  attendees  are  invited  to  participate  in  informal  discussions  with 
members  of  the  Ethics  Committee.) 

4:00  p.m.-6:00  p.m. 
Dogwood/Cypress/Live  Oak 
Ballrooms  and  Grand  Hall 

SCMA  Reception  Honoring  Delegates,  Alternates,  Speakers  and 
Exhibitors 

(All  Registrants  Welcome) 

(Partial  support  provided  by  NBSC-National  Bank  of  South  Carolina) 

4:30  p.m.-5:30  p.m. 
Riley  Room 

SC  Radiological  Society  Executive  Committee  Meeting 

5:00  p.m.-7:00  p.m. 

2nd  Floor  Terrace 
(Backup:  Beauregard  Room) 

USC  School  of  Medicine  Alumni  and  Faculty  Reception 

5:30  p.m.-7:30  p.m. 
Suite  2G 

SC  Chapter  of  the  American  Academy  of  Pediatrics  Cocktail 
Reception 
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SCHEDULE  OF  EVENTS 

Friday,  May  2, 1997  (continued) 


TIME/LOCATION 

EVENT 

6:30  p.m.-8:00  p.m. 
2nd  Floor  Garden 
(Backup:  Suite  2H) 

SC  Radiological  Society  Cocktail  Reception 

6:30  p.m.-9:30  p.m. 

The  Old  Exchange  Building 

SC  Society  of  Anesthesiologists  Reception  and  Dinner 

7:30  p.m.-9:00  p.m. 

Country  Club  of  Charleston 

SC  Dermatological  Association  Reception 

Saturday,  May  3, 1997 


7:00  a.m.-l:30  p.m. 
2nd  Floor  Grand  Hall 

SCMA  Registration  - Open 

7:00  a.m.-8:15  a.m. 
2nd  Floor  Terrace 
(Backup  Suite  2L) 

SC  Society  of  Anesthesiologists  Breakfast  Meeting 

7:00  a.m.-7:55  a.m. 
2nd  Floor  Garden 
(Backup:  Suite  2J) 

SC  Radiological  Society  Continental  Breakfast 

7:15  a.m.-8:30  a.m. 
Fenwick  Room 

Editorial  Board  Breakfast  Meeting 

7:30  a.m.-8:00  a.m. 
Colleton  Room 

SC  Dermatological  Association  Continental  Breakfast 

7:30  a.m.-8:30  a.m. 
Louis’s  Charleston  Grill 

SCMA  Board  of  Trustees  Breakfast 

7:30  a.m.-8:30  a.m. 
Edmunds  Room 

SCMA  Sports  Medicine  Committee  Breakfast  Meeting 

7:30  a.m.-9:00  a.m. 
Suite  2k 

SC  Chapter  of  the  American  Academy  of  Pediatrics  Executive 
Committee  Meeting 

7:45  a.m.-8:45  a.m. 
Booths  22  & 65 

Coffee/Juice 

7:30  a.m.-8:00  a.m. 
Gadsden  Room 

SC  Vascular  Surgery  Society  Continental  Breakfast 
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SCHEDULE  OF  EVENTS 
Saturday,  May  3, 1997  (continued) 

TIME/LOCATION 

EVENT 

8:00  a.m. -10:00  a.m. 
Suite  2G 

Business  Meeting  and  Continental  Breakfast  of  the  SC  Society 
of  Pathologists 

8:00  a.m.- 11:00  a.m. 
Beauregard  Room 

SC  Association  of  Neurological  Surgeons  Business  Meeting  and 
Program 

8:00-9:00 

Business  Meeting 

9:00-11:00 

“Managed  Care  Contracts” 

Stephen  P.  Williams,  JD,  SCMA  Senior  Vice  President  and  Legal 
Counsel 

8:00  a.m.- 12:00  noon 
Hampton  Room 

SC  Vascular  Surgery  Society  Scientific  Session  and  Business 
Meeting 

8:00-8:45 

TBA 

8:45-10:45 

Paper  Presentations 

10:45-11:30 

TBA 

11:30-12:00 

Business  Meeting 

8:00  a.m.-12:00  noon 
Jenkins/King  Room 

SC  Dermatological  Association  Scientific  Session 

8:00-9:35 

“Management  Strategies  for  Tinea  Capitis”  and  “Onychomycosis 
Therapy” 

Boni  E.  Elewski,  MD,  Akron,  OH 
(Supported  by  Janssen  Pharmaceutica) 

9:35-10:30 

“How  I Treat  Psoriasis” 

Thomas  B.  Fitzpatrick,  MD,  Weston,  MA 
(Supported  by  ICN  Pharmaceuticals) 

10:30-11:25 

“New  and  Future  Laser  Applications  in  Dermatology” 
Ronald  G.  Wheeland,  MD,  Fair  Oaks,  CA 
(Supported  by  Westwood-Squibb  Pharmaceuticals) 

11:25-12:00 

“Great  Cases  From  the  University  of  South  Florida” 

Neil  A.  Fenske,  MD,  University  of  South  Florida,  Tampa,  FL 
(Supported  by  the  Kathleen  Riley  Lectureship  Fund — MUSC) 
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SCHEDULE  OF  EVENTS 

Saturday,  May  3, 1997  (continued) 


TIME/LOCATION 

EVENT 

8:00  a.m.- 12:00  a.m. 
Suite  2H 

SC  Radiological  Society  Scientific  Session 

8:00-8:10 

Welcome  and  Introduction  of  Speakers 
Dallas  W.  Lovelace,  III,  MD,  Program  Director 

8:10-9:00 

“Update  on  Medical  Legislation” 
Mark  Sanford,  US  Congress 

9:05-9:50 

“Breast  Cancer  Screening  and  the  Role  of  Mammography” 
Lisa  F.  Baron,  MD,  MUSC,  Charleston,  SC 

9:55-10:30 

“Advanced  Vascular  Intervention” 

Frank  W.  Sanchez,  MD,  Jacksonville,  FL 

10:30-10:45 

Break 

10:45-11:30 

“The  Workup  of  the  Abnormal  Mammograms” 
Lisa  F.  Baron,  MD,  MUSC,  Charleston,  SC 

11:30-12:00 

“Radiation  Doses  Relative  to  Film  Screening  Mammography” 
Nicholas  A.  Detorie,  PhD,  Richland  Memorial  Hospital,  Columbia,  SC 

8:00  a.m.-l.OO  p.m. 
Dogwood/Cypress/Live  Oak 
Ballrooms  and  Grand  Hall 

Exhibits  Open 

8:15  a.m.- 12:00  noon 
Magnolia  Ballroom 

SC  Society  of  Anesthesiologists  Scientific  Session 

8:30-9:15 

“Practical  Pharmacokinetics  in  Anesthesia” 

Mark  Dershwitz,  MD,  Massachusetts  General  Hospital,  Boston,  MA 
(Supported  by  Glaxo  Wellcome,  Inc.) 

9:15-10:00 

“Current  Trends  in  Exclusive  Contracts  Enclosed  Staff  Policies: 
What  Are  Your  Rights  and  Responsibilities?” 

Liz  Crum/Celeste  Jones,  Esq.,  McNair  Law  Firm,  PA,  Columbia,  SC 

10:00-10:15 

Break 

10:15-11:00 

“Financial  Strategies  and  Techniques  for  a Changing  Health  Care 
Environment” 

Timothy  Cherry,  CPA,  Elliott-Davis  Co.,  Aiken,  SC 

April  1997 
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SCHEDULE  OF  EVENTS 

Saturday,  May  3, 1997  (continued) 


TIME/LOCATION 

EVENT 

11:00-12:00 

Business  Meeting 

8:30  a.m.-ll:30  a.m. 
Drayton  Room 

SCMA  Plenary  Session:  “Infectious  Diseases” 

Moderator:  Charles  S.  Bryan,  MD,  USC  School  of  Medicine, 
Columbia,  SC 

“Clinical  Manifestations  of  HIV  Disease” 

Timothy  E.  West,  MD,  Charleston,  SC 

“New  Therapies  for  HIV  Disease” 

Bosko  Postic,  MD,  USC  School  of  Medicine,  Columbia,  SC 

“Antibiotic  Resistance:  Its  Public  Health  Impact” 

Robert  T.  Ball,  MD,  MPH,  DHEC,  Columbia,  SC 

“Current  Management  of  Infectious  Diseases  Emergencies” 
Charles  S.  Bryan,  MD,  USC  School  of  Medicine,  Columbia,  SC 

“Practical  Issues  in  Infectious  Diseases  Round  Table” 

Timothy  West,  MD,  Charleston;  Bosco  Postic,  MD,  Columbia; 
Robert  T.  Ball,  MD,  MPH,  Columbia;  and,  Charles  S.  Bryan,  MD, 
Columbia 

8:30  a.m.-12:30  p.m. 
Willow  Ballroom 

SC  Cardiopulmonary  Rehabilitation  Association  Symposium 

8:30-9:15 

“Reversing  Heart  Disease:  Fact  or  Fiction?” 

Neil  F.  Gordon,  MD,  PhD,  Candler  Hospital,  Savannah,  GA 

9:15-10:00 

“Setting  Up  Lipid  Management  Programs” 

Terry  Thomas,  RN,  MSN,  University  of  NC,  Chapel  Hill,  NC 

10:00-10:15 

Break 

10:15-11:00 

“Review  Joint  Commission  Standards  As  Related  to  Cardiac  Reha- 
bilitation Programs” 

Jeanne  L.  Ward,  RN,  EdD,  Oconee  Memorial  Hospital,  Seneca,  SC 

11:00-11:45 

“Managed  Care  and  Cardiac  Rehabilitation” 

Ami  Drimmer,  PhD,  St.  Joseph  Heart  Institute,  Tampa,  FL 

11:45-12:30 

Question  and  Answer  Session 
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SCHEDULE  OF  EVENTS 

Saturday,  May  3, 1997  (continued) 

TIME/LOCATION 

EVENT 

9:00  a.m.-12:30  p.m. 
Suite  2J 

SC  Society  of  Physical  Medicine  and  Rehabilitation  Scientific 
Session  and  Business  Meeting 

9:00-9:45 

“Scapular  Winging” 

Richard  M.  Gordon,  MD,  Charleston,  SC 

9:45-10:30 

“Pronated  Feet” 

Douglas  E.  McGill,  MD.  MUSC.  Charleston.  SC 

10:30-10:45 

Break 

10:45-11:30 

(Topic  TBA) 

Leonard  Forrest.  MD,  Charleston,  SC 

11:30-12:30 

Business  Meeting 

9:00  a.m.-12:00  noon 
Colleton  Room 

SC  Chapter  of  the  American  Academy  of  Pediatrics 
Scientific  Session 

9:00-9:45 

“Common  Surgical  Problems  in  an  Office — Based  Pediatric  Practice” 
Michael  L.  Gauderer,  MD.  Greenville,  SC 

9:45-10:30 

“Update  on  Immunizations” 

George  M.  Johnson,  MD,  MUSC.  Charleston,  SC 

10:30-10:45 

Break 

10:45-11:30 

“Snapshots  in  Pediatric  Hematology/Oncology” 
Ronnie  W.  Neuberg,  MD,  Columbia,  SC 

11:30-12:00 

Question  and  Answer  Session 

9:00  a.m.-ll:30  a.m. 
Suite  2L 

Sports  Medicine  Scientific  Session 

“Treatment  and  Rehabilitation  of  Shoulder  Injuries  for  Primary  Care 
Physicians” 

Bob  Arciero,  MD,  West  Point,  NY 

9:30  a.m.-ll:00  a.m. 
Edmunds  Room 

SOCPAC  Board  Meeting 

10:00  a.m.-ll:30  a.m. 
Riley  Room 

SCIMER  Board  Meeting 
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SCHEDULE  OF  EVENTS  

Saturday,  May  3, 1997  (continued) 


TIME/LOCATION 

EVENT 

10:00  a.m.- 12:00  noon 
Suite  2G 

SC  Society  of  Pathologists  Scientific  Session 

10:00-11:00 

“Tumors  and  Tumor  Like  Conditions  of  the  Pancreas” 
David  N.  Lewin,  MD,  MUSC,  Charleston,  SC 

11:00-12:00 

“Gastroenterologists  - Pathologists  Interactions” 
David  N.  Lewin,  MD,  MUSC,  Charleston,  SC 

10:15  a.m.-ll:15  a.m. 
Booths  22  & 65 

Coffee  Break 

12:00  p.m. -12:30  p.m. 
Louis’s  Charleston  Grill 

SC  Radiological  Society  Reception 

12:30  p.m. -3:30  p.m. 
Louis’s  Charleston  Grill 

SC  Radiological  Society  Luncheon  and  Meeting 

Guest  Speaker:  Ronald  G.  Evens,  MD,  Chairman  - Board  of 
Chancellors,  American  Board  of  Radiology 
“ACR  With  a Second  Term  President” 

6:30  p.m.-8:00  p.m. 

Live  Oak/Magnolia  Ballrooms 

SCMA  Presidents’  Gala  Reception 

(Supported  by  Carolina  Physicians  Advisory  Service) 

7:00  a.m. -10:30  a.m. 
2nd  Floor  Grand  Hall 

Sunday,  May  4, 1997 

SCMA  Registration  Open 

7:30  a.m.-8:30  a.m. 
Louis’s  Charleston  Grill 

SCMA  Board  of  Trustees  Breakfast 

8:30  a.m.-12:30  p.m. 
Dogwood/Cypress/Live  Oak 
Ballrooms 

SCMA  House  of  Delegates 

12:30  p.m.-l:00  p.m. 
Colleton  Room 

SCMA  Board  of  Trustees  Reorganization  Meeting 
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fox  meadows 

software 


L I M I T E D 


Medical  Office  Management  Software 

for  Windows  and  Windows/95 


Lease  for  $200  a month  for  single  user  and  $25  for  additional  terminal 
users.  No  up  front  license  fees  and  only  a 90  day  contract.  Includes 
installation,  training  and  on  going  support  and  enhancements. 


Are  you  able  to  select  your  own  hardware  and  vendor  ? 

Are  you  using  the  power  of  personal  computers  (work  stations)  ? 

Are  you  permitted  to  add  other  PC  software  products  to  your  system  ? 
Are  you  using  Windows  & receiving  the  benefits  of  Microsoft’s  products  ? 


Features 

* free  E-MAIL  Support 

• Conversion  of  your  current  Data 

♦ Capitation  and  Managed  Care  support 

♦ Electronic  Claims,  Stmts,  Imaging,  Voice,  Graphics 

• Document  Mgt.  support  with  Interface  to  Microsoft  Word 

• Chart  Notes  use  Point  & Click  DecisionTree  with  Templates 

♦ Claims  for  Pri.,  Sec.,  Tertiary,  Worker’s  Comp. , Auto  Accident 

* Network  support  for  Novell,  LANtastic,  Windows/NT,  Windows/95 

• Appointment  Scheduler  supports  multiple  Physicians  and  Locations 

• Single  Screen  for  A / R Mgt  ( aging  ) of  all  your  Accounts  with  Diary  Notes 

• Year  2000  ready,  Relational  Database  Design,  On  Site  Training  and  Support 

♦ Encounter  Form  that  provides  enough  information  to  avoid  pulling  File  Folder 


Physicians  and  nurses  will  find  the  medical  records  captured  and  the 
accessibility  of  this  information  invaluable  for  Patient  care  today  and  in  the 
future.  Allow  us  the  chance  to  show  you  our  product  and  meet  to  discuss 
your  needs.  You  are  welcome  to  call  or  visit  one  of  our  customer’s  office. 


For  additional  information  call  800-754-7213  • 803-754-4290 
or  e-mail  foxmeadows  @ juno.com.  Be  sure  to  visit  our  booth  #21  at  the  S.C.M.A. 
annual  session  May  2-3  in  Charleston. 


1997  DELEGATES  AND  ALTERNATES 


ABBEVILLE 

Countx  Societies 

No  Delegate 

Patrick  J.  Kelly,  MD 
Janice  D.  Key,  MD 
Mark  H.  Kolender,  MD 

AIKEN 

Richard  S.  Chesser,  MD 

Christopher  J.  Lahr,  MD 

Alternates: 

Wayne  G.  Entrekin,  MD 
Mark  J.  Meiler,  MD 
James  D.  Quarles,  MD 
John  B.  Tomarchio,  MD 
William  E.  Durrett,  MD 

Clarence  W.  Legerton,  III,  MD 
G.T.  Little,  MD 
Christine  P.  Lloyd,  MD 
Capt.  Michael  A.  Maginnis,  MD 
Bright  McConnell,  III,  MD 

ALLENDALE 

William  L.  Meehan,  MD 
Frederick  J.  Kelley,  MD 

Edward  C.  Morrison,  MD 
Alan  I.  Nussbaum,  MD 

Alternate: 

Keith  D.  Young,  MD 

Baird  D.  Oldfield,  MD 

ANDERSON 

Dole  P.  Baker,  Jr.,  MD 

Demetrios  A.  Papadopoulus,  MD 

Alternates: 

Stuart  M.  Barnes,  MD 
William  S.  Buice,  MD 
Stephen  H.  Hand,  MD 
Rajeev  Malik,  MD 
Marshall  L.  Meadors,  III,  MD 
Thomas  U.  Tuten,  MD 
Mitchell  J.  Wolin,  MD 
David  T.  Wortham,  MD 
Timothy  L.  Duniho,  MD 

Rex  G.  Quigley,  MD 
William  M.  Rambo,  MD 
Allan  A.  Rashford,  MD 
Carolyn  E.  Reed,  MD 
Frederick  E.  Reed,  Jr.,  MD 
Samuel  H.  Rosen,  MD 
Rudolph  B.  Rustin,  MD 
Eugene  D.  Rutland,  Jr.,  MD 
Graham  C.  Scott,  MD 

BAMBERG 

Timothy  S.  McElveen,  MD 
Harold  G.  Morse,  MD 
Raymond  K.  Seiler,  MD 
Monnie  Singleton,  MD 

Steven  D.  Shapiro,  MD 
Ralph  M.  Shealy,  MD 
Richard  M.  Silver,  MD 
Kenneth  M.  Spicer,  MD 

BARNWELL 

No  Delegate 

Robert  M.  Steinberg,  MD 

BEAUFORT 

Baxter  F.  McLendon,  MD 

Mike  0.  Tyler,  MD 

Oswald  L.  Mikell,  MD 
H.  Timberlake  Pearce,  MD 
Bruce  H.  Redler,  MD 

Alternates: 

Henry  C.  West,  MD 
G.  Frederick  Worsham,  MD 
Rebecca  G.  Baird,  MD 

Alternates: 

Thor  R.  Rhodin,  MD 
Leland  C.  Stoddard,  MD 
Albert  T.  Bundy,  MD 

William  Brener,  MD 
John  P.  Davis,  Jr.,  MD 
Paul  M.  Deaton,  Jr.,  MD 

BERKELEY 

Scott  D.  Condie,  MD 
Hugh  0.  Pearson,  MD 
John  D.  Rozich,  MD 
Claudia  Y.  Venable,  MD 
No  Delegate 

Wadell  H.  Gilmore,  III,  MD 
Philip  L.  Goolsby,  MD 
Ronald  P.  Hargrave,  MD 
Russell  A.  Harley,  MD 
R.  Marshall  Hay,  MD 

CHARLESTON 

David  B.  Adams,  MD 

Richard  C.  Holgate,  MD 

Warren  Y.  Adkins,  MD 
Charles  S.  Andrus,  MD 
Thomas  C.  Appleby,  MD 
Paul  L.  Baron,  MD 
Nabil  K.  Bissada,  MD 
Gene  Elizabeth  Burges,  MD 
William  T.  Creasman,  MD 
Jeffrey  J.  Dorociak,  MD 
Lydia  A.  Engelhardt,  MD 
C.  Thomas  Fitts,  MD 
Robert  W.  Fitts,  MD 
John  M.  Graham,  Jr.,  MD 
George  D.  Grice,  III,  MD 

CHEROKEE 

Carium  Joseph,  MD 
Jeffrey  R.  Joyner,  MD 
Gary  F.  Kuhns,  MD 
John  C.  Kulze,  III,  MD 
Keith  W.  Lackey,  MD 
Thomas  M.  Leland,  MD 
I.  Grier  Linton,  Jr.,  MD 
Robert  F.  Marion,  Jr.,  MD 
Daniel  E.  Mengedoht,  MD 
Marjorie  M.  Mengedoht,  MD 
Peter  W.  Rossi,  MD 
Timothy  E.  West,  MD 
No  Delegate 

Richard  H.  Gross,  MD 

CHESTER 

Samuel  R.  Stone,  MD 

David  M.  Habib,  MD 

Alternate: 

Rhett  H.  Hasell,  MD 

Lucinda  A.  Halstead,  MD 

CHESTERFIELD 

James  C.  Thrailkill,  MD 

John  R.  Handy,  MD 

Alternate: 

Charles  H.  Penn,  MD 

D.  Michael  Hull,  MD 

COLLETON 

J.  Frank  Biggers,  III,  MD 

Joseph  M.  Jenrette,  III,  MD 
Donald  R.  Johnson,  II,  MD 

COLUMBIA 

Michael  M.  Hawkins,  MD 
Myron  Bell,  MD 
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Alternates: 


DARLINGTON 

DILLON 

Alternate: 

DORCHESTER 


EDISTO- 

ORANGEB 


Alternates: 


FAIRFIELD 

FLORENCE 


DELEGATES 
AND  ALTERNATES 


Eloise  A.  Bradham,  MD 
Stacey  V.  Brennen,  MD 
Charles  S.  Bryan,  MD 
William  Cain,  Jr.,  MD 
C.  Guy  Castles,  m,  MD 
Belton  D.  Caughman,  MD 
Myles  D.  Davis,  MD 
Vincent  J.  Degenhart,  MD 
Alexander  G.  Donald,  MD 
John  L.  Eady,  MD 
Lilly  S.  Filler,  MD 
Kathleen  P.  Flint-Moon,  MD 
Jeffrey  G.  Gross,  MD 
Thomas  E.  Hearon,  III,  MD 
Richard  M.  Helman,  MD 
Frampton  W.  Henderson,  MD 
Dixie  J.  Hines,  MD 
Leroy  J.  Huffman,  MD 
Edward  E.  Kimbrough,  MD 
Lawrence  E.  Klein,  MD 
David  E.  Koon,  MD 
Robert  Malanuk,  MD 
Marion  F.  McFarland.  Ill,  MD 
Robert  N.  Milling,  MD 
William  J.  Neglia,  MD 
John  W.  Popp,  Jr.,  MD 
Jane  S.  Rawl,  MD 
James  C.  Reynolds,  MD 
Chad  A.  Rubin,  MD 
Mark  H.  Salley,  MD 

C.  Alden  Sweatman,  Jr.,  MD 
Nguyen  D.  Thieu,  MD 
John  L.  Ward,  MD 

Joseph  Albert,  Jr.,  MD 
A.  Daniel  Vallini,  MD 
Dennis  A.  Wilson,  MD 
Robert  E.  Bullard,  Jr.,  MD 
Harold  N.  Wheeler,  MD 
David  A.  Howell,  MD 
Suzanne  G.  Black,  MD 
Arden  Levy,  MD 
Benjamin  K.  Mclnnes,  III,  MD 
Russell  L.  Robinson,  MD 
Gary  A.  Delaney,  MD 
Edward  B.  Ermini.  MD 
Michael  S.  Hay,  MD 
Steven  G.  Patterson,  MD 
Gordon  R.  Weigle,  II,  MD 
E.  Myron  Barwick,  MD 
Rocco  D.  Cassone,  MD 
Gregg  J.  Colle,  MD 
Mitchell  C.  Feinman,  MD 
Scott  M.  Sweazy,  MD 
William  D.  Burnham,  MD 
Gerald  F.  Atwood,  MD 
John  P.  Booth,  MD 

D.  Fripp  Ducker,  MD 
C.  Morrison  Farish,  MD 
Mark  A.  Fox,  MD 

James  D.  Hammond,  Jr.,  MD 
Sompong  Kraikit,  MD 
Sidney  Martin.  MD 


Alternates: 


GEORGETOWN 


Alternates: 

GREENVILLE 


GREENWOOD 


Alternate: 

HAMPTON 

HORRY 


Alternates: 


James  N.  Mock,  MD 
Berry  B.  Monroe,  MD 
David  B.  Truluck.  MD 
Eric  S.  Weinstein,  MD 
Alan  M.  B laker,  MD 
William  L.  Coleman,  MD 
Daniel  W.  Hyler,  MD 
Charles  Gamer,  MD 
Jacquelyn  A.  Going,  MD 
Gerald  E.  Harmon.  MD 
James  M.  Principe.  MD 
Lowell  R.  McClary,  MD 
Wright  S.  Skinner,  III,  MD 
Eric  J.  Baker,  MD 
Darwin  R.  Boor.  MD 
J.  Duncan  Burnette,  Jr.,  MD 
John  B.  Eberly,  MD 
Raymond  V.  Grubbs,  MD 
Lyn  H.  Hammond,  MD 
Lloyd  E.  Hayes,  MD 
William  B.  Jones.  MD 
J.  Rutledge  Lawson.  MD 
Woodrow  W.  Long,  Jr.,  MD 
Joseph  C.  McAlhany,  Jr.,  MD 
Patrick  B.  Mullen.  MD 
James  B.  Page,  MD 
James  A.  Robbins,  MD 
Thomas  M.  Roesch,  MD 
John  R.  Sanders,  MD 
John  R.  Satterthwaite,  MD 
William  F.  Schmidt,  III,  MD 
Pam  S.  Snape.  MD 
Eric  J.  Troutman,  MD 
Joseph  H.  Wentzky.  Jr.,  MD 
Patricia  P.  Westmoreland,  MD 
Jerry  K.  Williams,  Jr.,  MD 
D.  Bryan  Worthington,  MD 
Brian  G.  Bumikel,  MD 
Gustavo  Z.  Bazan,  MD 
George  P.  Cone,  Jr.,  MD 
John  R.  Hobson,  Jr.,  MD 
Jeffrey  E.  Lanford,  MD 
Carlos  M.  Manalich.  MD 
Herman  W.  Parramore,  III,  MD 
W.  Preston  Turner,  III,  MD 
Francis  G.  Mappin,  MD 
Count  Pulaski.  Jr..  MD 
James  F.  Graham,  Jr.,  MD 
Thomas  P.  Harden,  MD 
Michael  G.  Mikolajczyk,  MD 
John  T.  Molnar,  Jr.,  MD 
Richard  A.  Schmitt,  MD 
James  D.  Schweigert,  MD 
Eric  Randall  Senn,  MD 
Frank  K.  Sloan,  Jr.,  MD 
Jeffrey  C.  Wilkins,  MD 
Asbury  H.  Williams,  MD 
Jeffrey  C.  Williams,  MD 
James  C.  Hunter,  MD 
Steven  White,  MD 
Eston  E.  Williams,  Jr.,  MD 
William  A.  Young,  MD 
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JASPER 

J.  M.  Bennett,  Jr.,  MD 

Alternate: 

Hector  F.  Esquivel,  MD 

KERSHAW 

Alice  J.  Brooks,  MD 
Donald  J.  Copley,  MD 
Renee  B.  Thomas,  MD 

Alternate: 

Yasseen  M.  Kuzbary,  MD 

LANCASTER 

Cindy  Crittendon,  DO 
Andrew  J.  Pate,  MD 

LAURENS 

No  Delegate 

LEXINGTON 

G.  Michael  Beaver,  MD 
John  G.  Black,  MD 
Leon  Bullard,  MD 
Frederick  W.  Clemenz,  MD 
George  Tripp  Jones,  MD 
March  E.  Seabrook,  MD 
Mark  A.  Adams,  MD 

Alternate: 

Thomas  E.  Gibbons,  Jr.,  MD 

MARION 

Hugh  V.  Coleman,  MD 
James  S.  Gamer,  IV,  MD 

Alternates: 

Paul  V.  DeMarco,  MD 
Gangatharan  Mathisuthan,  MD 

MARLBORO 

James  C.  McAlpine,  MD 

Alternate: 

Dell  A.  Dembosky,  MD 

NEWBERRY 

Barry  S.  Sidenberg,  MD 

OCONEE 

Edward  H.  Booker,  MD 
James  N.  Cochran,  MD 
James  R.  Pmitt,  MD 

Alternates: 

Osmand  A.  Hicklin,  Jr.,  MD 
Michael  P.  Parrino,  MD 
William  W.  Turton,  Jr.,  MD 

PICKENS 

Richard  A.  Banks,  Jr.,  MD 
Jake  K.  Holcombe,  MD 
Robert  C.  Waters,  MD 

Alternate: 

Sandra  W.  Lamberson,  MD 

RIDGE 

D.  Hugh  Morgan,  MD 

SPARTANBURG 

Karen  A.  DeVore,  MD 
William  G.  DeVore,  MD 
Sami  B.  Elhassani,  MD 
David  G.  Ike,  MD 
Frances  M.  McCarley,  MD 
Tod  R.  Reel,  MD 
Samuel  D.  Reid,  Jr.,  MD 
Milton  D.  Sarlin,  MD 
Robert  H.  Taylor,  MD 
James  P.  Weeks,  MD 

SUMTER- 

Linwood  Bradford,  MD 

CLAR- 

Mark  Crabbe,  MD 

LEE 

Jerry  Davis,  MD 
James  Ingram,  MD 
Usah  Lilivivat,  MD 
William  F.  Young,  MD 

Alternate: 

Clarence  Coker,  MD 
S.  Perry  Davis,  MD 

UNION 

Harold  W.  Sanford,  Jr.,  MD 

WILLIAMSBURG 

Howard  H.  Poston,  Jr.,  MD 

YORK 

Terry  L.  Dodge,  MD 
Richard  Richter,  MD 
Rion  M.  Rutledge,  MD 
Christopher  W.  Schroeder,  MD 

Specialty  Societies 

SC  SOC.  OF  ALLERGY  & CLINICAL  IMMUNOL- 
OGY Bruce  D.  Ball,  MD 

SC  SOCIETY  OF  ANESTHESIOLOGISTS 
Andrea  Williams,  MD 
Alternate:  Joanne  M.  Conroy,  MD 

SC  CARDIAC  & THORACIC  SURGICAL  SOCIETY- 
Robert  Zurcher,  MD 

SC  DERMATOLOGICAL  ASSOCIATION 

Kenneth  R.  Warrick,  MD 

SC  COLLEGE  OF  EMERGENCY  PHYSICIANS 

No  Delegate 

SC  ACADEMY  OF  FAMILY  PHYSICIANS 
Stoney  Abercrombie,  MD 
Alternate:  Albert  D.  Mims,  MD 

SC  SOCIETY  OF  INTERNAL  MEDICINE 
F.  Kay  Huntington,  MD 
Alternate:  Timothy  S.  Llewelyn,  MD 

SC  ASSOCIATION  OF  NEUROLOGICAL  SUR- 
GEONS 

No  Delegate 

SC  NEUROLOGICAL  ASSOCIATION 

Ashley  Kent,  MD 

Alternate:  Roland  Skinner,  III,  MD 

SC  SECTION,  AMERICAN  COLLEGE  OF  OB/GYN 
Sidney  T.  Smith,  MD 
SC  ONCOLOGY  SOCIETY 

John  S.  Ravita,  MD 

Alternate:  James  D.  Welsh,  MD 

SC  SOCIETY  OF  OPHTHALMOLOGY 
Lowrey  P.  King,  MD 
Alternate:  Bill  Fogle,  MD 

SC  ORTHOPAEDIC  ASSOCIATION 

James  J.  McCoy,  Jr.,  MD 
Alternate:  Willie  S.  Edwards,  Jr.,  MD 

SC  SOC.,  OTO.,  HEAD  & NECK  SURGERY 
J.  David  Osguthorpe,  MD 
Alternate:  Paul  T.  Davis,  MD 

SC  SOCIETY  OF  PATHOLOGISTS 

Hans  K.  Habermeier,  MD 
Alternate:  William  V.  Farnsworth,  MD 

SC  CHAP.,  AMERICAN  ACADEMY  OF  PEDI- 
ATRICS 

T.  Dane  Pierce,  Jr.,  MD 

Alternate:  Francis  E.  Rushton,  Jr.,  MD 

SC  CHAP.,  AMERICAN  COLLEGE  OF  PHYSI- 
CIANS 

No  Delegate 

SC  SOC.,  PLASTIC  & RECONSTRUCTIVE  SUR- 
GEONS 

William  Young,  MD 
Alternate:  Steven  White,  MD 

SC  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION 

Daniel  Westerkam,  MD 
Alternate:  Richard  M.  Gordon,  MD 

SC  PSYCHIATRIC  ASSOCIATION 

No  Delegate 
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SC  RADIOLOGICAL  SOCIETY 

David  R.  Feldman,  MD 

SC  CHAP.,  AMERICAN  COLLEGE  OF  SURGEONS 

No  Delegate 

SC  SURGICAL  SOCIETY 

David  R.  W.  Baird,  MD 
SC  THORACIC  SOCIETY 

No  Delegate 

SC  UROLOGICAL  ASSOCIATION 

Alexander  W.  Ramsey,  MD 
Alternate:  Michael  D.  Turner,  MD 

SC  VASCULAR  SOCIETY 

William  M.  Moore,  MD 

Other  Delegates  & Officers 

YOUNG  PHYSICIANS  SECTION 

Richard  A.  Schmitt,  MD 
RESIDENT  PHYSICIANS  SECTION 

Scott  A.  Hollingsworth,  MD 
MUSC,  DEAN,  COLLEGE  OF  MEDICINE 
Layton  McCurdy,  MD 
use,  DEAN,  SCHOOL  OF  MEDICINE 
Larry  Faulkner,  MD 

MUSC,  MED.  STUDENT  SECTION  PRESIDENT 

Adam  Graham 

use,  MED.  STUDENT  SECTION  PRESIDENT 

Jennifer  Phan 

SPEAKER  OF  THE  HOUSE 

Roger  A.  Gaddy,  MD 
VICE  SPEAKER  OF  THE  HOUSE 

Robert  M.  Sade,  MD 
PARLIAMENTARIAN 

Robert  Milling,  MD 
IMMEDIATE  PAST  PRESIDENTS 

Benjamin  E.  Nicholson,  MD 
Edward  W.  Catalano,  MD 
REP.,  STATE  BOARD  OF  MED.  EXAMINERS 
Ben  C.  Pendarvis,  Jr.,  MD 


AMA  DELEGATES 

Daniel  W.  Brake,  MD 
Roger  A.  Gaddy,  MD 
J.  Chris  Hawk,  III,  MD 
Walter  J.  Roberts,  Jr.,  MD 
AMA  ALTERNATES 

Carol  S.  Nichols,  MD 
Stephen  A.  Imbeau,  MD 
John  W.  Simmons,  MD 
S.  Nelson  Weston,  MD 
SCMA  BOARD  OF  TRUSTEES 

Carol  S.  Nichols,  MD,  President 
S.  Nelson  Weston,  MD,  President-Elect 
William  H.  Hester,  MD,  Secretary 
Stephen  A.  Imbeau,  MD,  Treasurer 
Richard  E.  Ulmer,  MD,  Trustee,  First  District, 
Chairman  of  the  Board 
John  B.  Johnston,  MD,  Trustee,  First  District 
James  J.  Hill,  Jr.,  MD,  Trustee,  Second  District 
Gerald  A.  Wilson,  MD,  Trustee,  Second  District 
(Metropolitan) 

George  P.  Cone,  Jr.,  MD,  Trustee,  Third  District 
Boyce  G.  Tollison,  MD,  Trustee,  Fourth  District 
John  P.  Evans,  MD,  Trustee,  Fourth  District 
(Metropolitan) 

R.  Duren  Johnson,  Jr.,  MD,  Trustee,  Fifth 
District,  Executive  Committee  Member-At- 
Large 

Kenneth  L.  DeHart,  MD,  Trustee,  Sixth  District 
William  N.  Boulware,  MD,  Trustee,  Sixth 
District  (Metropolitan) 

J.  Capers  Hiott,  MD,  Trustee,  Seventh  District, 
Vice  Chairman  of  the  Board 
Dallas  Lovelace,  III.  MD.  Trustee,  Eighth  Dist. 
Michael  W.  Holmes,  MD,  Trustee,  Ninth  Dist. 
Randolph  D.  Smoak,  Jr.,  MD.  Honorary  SCMA 
Board  of  Trustee 
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THE  SECRETARY 

Membership  in  the  South  Carolina  Medical 
Association  (SCMA)  continues  to  be  very  good. 
Several  significant  percentage  increases  have 
occurred  as  follows:  total  eligible  membership 
(i.e.,  licensed  physician  in  South  Carolina)  has 
increased  by  one  percent  from  January  1995  to 
January  1997.  SCMA  membership  for  that  peri- 
od has  increased  by  19.3  percent  with  active 
membership  increasing  by  21.9  percent.  Other 
increases  have  been  significant  in  that  same  peri- 
od, January  1995  - February  1996.  The  Ameri- 
can Medical  Association  (AMA)  membership  is 
up  by  12.5  percent,  South  Carolina  Political 
Action  Committee  (SOCPAC)  is  up  30  percent, 
AMA/Education  Research  Foundation  (ERF)  is 
up  22.6  percent  and  South  Carolina  Institute  for 
Medical  Education  and  Research  (SCIMER)  is 
up  24.7  percent. 

As  the  Physicians  Care  Network  (PCN)  grows, 
we  anticipate  more  physicians  will  participate  in 
the  program.  Of  course,  to  be  a participating  PCN 
provider,  one  must  first  join  the  SCMA.  There- 
fore, we  anticipate  an  increase  in  general  mem- 
bership with  the  growth  of  PCN. 

The  above  cited  growth  would  suggest  an 
extremely  bright  future  for  SCMA;  however, 
over  this  past  year  in  a variety  of  meetings  we 
have  seen  a need  to  have  more  of  our  young 
physicians  join  our  organization.  Currently,  there 
are  1,976  students  and  residents  in  South  Car- 
olina but  only  623  (31  percent)  of  that  number 
belong  to  SCMA.  SCMA  and  its  Board  of 
Trustees,  along  with  SCIMER  and  its  board,  are 
looking  at  ways  to  encourage  young  physicians 
to  join  the  SCMA  early.  Should  you  have  any 
thoughts  or  suggestions,  please  forward  those  to 
SCMA  for  consideration.  A Leadership/Mentor 
Program  is  being  considered  by  both  of  these 
above  mentioned  boards.  This  obviously  will 
take  some  time  and  planning,  but  hopefully,  we 
will  be  able  to  capture  more  of  the  recent  grad- 
uates from  our  residency  programs. 

Not  only  do  we  need  more  membership  among 
our  young  physicians,  but  we  need  more  par- 
ticipation by  all  SCMA  members.  Being  active 


in  an  organization  helps  its  growth.  It  is  thought 
that  about  20  percent  of  a membership  of  any 
organization  carries  out  the  work  of  that  orga- 
nization. I would  encourage  each  of  you  to 
become  more  involved  in  your  county  medical 
societies,  the  SCMA  House  of  Delegates,  task 
force  committees,  reference  committees,  and  the 
boards  of  the  SCMA  and  its  subsidiaries. 

I appreciate  the  opportunity  to  have  served  as 
secretary  for  this  association  for  1996. 

William  H.  Hester,  MD 
Secretary 

THE  TREASURER 

As  I complete  my  second  year  as  treasurer  of 
the  South  Carolina  Medical  Association 
(SCMA),  I would  like  to  present  a short  report 
about  the  SCMA’s  financial  condition.  A more 
comprehensive  report  will  be  presented  to  the 
1997  House  of  Delegates  in  Charleston. 

For  the  year  ending  June  30, 1996,  the  SCMA 
had  net  revenue  over  expenses  of  $301,574 
including  depreciation  expense  of  $52,805. 
Adjusting  for  depreciation,  we  showed  a cash 
increase  from  operations  of  $354,379.  The 
SCMA  had  a fund  balance  of  $1,739,887  as  of 
June  30,  1996. 

The  SCMA’s  current  financial  condition  for  the 
seven  months  ending  January  1997,  projects  a 
positive  financial  position.  At  the  end  of  January 
1997,  the  SCMA  had  revenue  over  expenses  of 
$161,008. 

The  investment  policies  of  the  SCMA  and  its 
affiliates  have  continued  in  a similar  manner  to 
past  years,  with  diversified  investments  in  fed- 
eral treasury  and  agency  notes  and  money  mar- 
ket funds. 

We  have  historically  operated  on  a sound  finan- 
cial basis  and  should  continue  to  do  so. 

For  the  fiscal  year  ending  June  1997,  we  pro- 
ject a surplus  of  revenue  over  expenses. 

I thank  the  membership  for  the  privilege  of 
serving  as  your  treasurer  for  the  past  year. 
Stephen  A.  Imbeau,  MD 
Treasurer 
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TRUSTEE,  FIRST  MEDICAL  DISTRICT 
(METROPOLITAN) 


The  year  of  1996  continued  to  be  one  of  tur- 
moil in  the  First  Medical  District  as  physicians 
and  hospitals  attempted  to  find  some  certainty 
in  the  ever  changing  medical  environment.  Man- 
aged care  has  made  slow  progress  in  the 
Charleston  area.  The  presence  of  medico-busi- 
ness giants  has  been  felt  more  intensely.  Medi- 
cal collegiality  has  felt  greater  strain.  Patients 
have  become  apprehensive  as  they  have  begun 
to  grapple  with  insurance  changes  and  the  health 
maintenance  organization  (HMO)  concept.  In 
spite  of  this,  medical  care  is  delivered  with  its 
same  excellence  and  medicine  prospers.  The 
Charleston  County  Medical  Society  is  forming 
a coalition  with  small  business  leaders  to  help 
them  deal  with  increasing  insurance  complexi- 
ty and  problems.  The  physicians’  bulletin  boards 
have  never  seen  a finer  array  of  letters,  argu- 
ments, and  cartoons. 

Richard  E.  Ulmer,  MD 
Trustee,  First  Medical  District 

TRUSTEE,  FOURTH  MEDICAL  DISTRICT 

This  year  has  been  an  essentially  uneventful 
year.  The  predominant  controversy  in  our  district 
was  the  proposed  merger  of  hospitals  in  Ander- 
son, Greenville,  and  Spartanburg,  known  as 
AGS.  Greenville  county  voters  rejected  the 
merger  by  a referendum. 

Managed  care  continues  to  gain  ground  and  cre- 
ate difficulties  for  many  physicians,  particular- 
ly with  those  companies  exercising  strict  controls 
over  referrals  and  related  issues. 

I have  been  able  to  attend  all  South  Carolina 
Medical  Association  Board  of  Trustees  and  local 
society  meetings.  I look  forward  to  continue  serv- 
ing my  district. 

Boyce  G.  Tollison,  MD 
Trustee,  Fourth  Medical  District 

TRUSTEE,  FOURTH  MEDICAL  DISTRICT 

My  service  as  Trustee,  Fourth  Medical  District, 
has  been  an  honor  for  me  and  an  occasion  to 
learn.  It  has  been  an  honor  because  I have  been 
the  messenger  for  my  district  to  the  Board  of 
Trustees.  It  has  been  an  occasion  to  learn  because 


I have  seen  firsthand  how  the  membership  ben- 
efits from  the  work  of  the  Board  of  Trustees  and 
the  staff  in  Columbia. 

The  Greenville  medical  scene  was  dominated 
in  1996  by  an  openly  political  battle  between  St. 
Francis  Hospital  and  the  Greenville  Hospital  Sys- 
tem. The  point  in  question  was  a corporate  merg- 
er of  Spartanburg  Regional  Medical  Center, 
Anderson  Area  Medical  Center,  and  the 
Greenville  Hospital  System.  Reacting  to  the  pres- 
sure for  an  open  discussion  of  the  issue,  many 
forums  were  held,  a referendum  was  put  before 
the  voters,  and  the  question  was  defeated.  The 
Greenville  Hospital  System  board  canceled  their 
plans  for  a merger.  St.  Francis  Hospital  is  expand- 
ing its  intensive  care,  emergency  room,  and  trau- 
ma services  at  the  Women’s  Hospital  on  the  east 
side  of  Greenville.  As  before,  both  systems  are 
purchasing  physicians’  practices  and  adding 
more  insurance  products. 

Our  society’s  executive  director,  Robin  Scott- 
Blackbum,  has  settled  into  her  new  position.  She 
has  supervised  needed  repairs  of  our  county  med- 
ical association  building  and  has  overseen  updat- 
ing our  computer  system. 

The  Greenville  County  Medical  Society,  under 
the  leadership  of  Drs.  Palmira  Snape  and  James 
Page,  has  continued  to  serve  its  membership  with 
an  energetic  attitude  and  a lot  of  work.  The 
CHATS  (Community  Health  Awareness  Talk 
Series)  program  was  held  on  the  campus  of 
Greenville  Technical  College.  The  public  ses- 
sions dealt  with  skin  associated  problems  and 
adolescent  sexuality.  In  1996,  the  mini-internship 
program  continued  to  be  a success  with  the 
involvement  of  1 1 community  leaders  and  32 
physicians.  The  Patients’  Bill  of  Rights  was  sub- 
mitted to  the  House  of  Delegates  at  the  1996 
SCMA  Annual  Meeting.  It  has  since  been 
approved  by  the  SCMA  Board  of  Trustees  for 
publication  throughout  the  state,  and  portions  are 
being  incorporated  in  pending  legislation.  Our 
Healthcare  Services  Committee  feels  very  grat- 
ified that  the  spirit  of  the  Patients’  Bill  of  Rights 
will  be  made  part  of  the  medical  care  process. 
More  and  more,  physician  referrals  are  being 
handled  through  our  medical  society  since  the 
Physician  Referral  Service  has  been  published 


April  1997 


151 


OFFICER 

in  the  BellSouth  Yellow  Pages. 

A new  International  Relations  Committee  has 
been  formed  in  response  to  the  growing  inter- 
national community  now  present  in  Greenville 
County.  The  expansion  of  industry  and  location 
of  many  international  businesses  in  our  county 
has  made  our  physicians  aware  of  a need  to 
respond  to  the  international  visitor  and  business 
person. 

The  Greenville  Free  Medical  Clinic  continues 
as  a project  of  the  county  medical  society.  The 
society  assists  the  free  clinic  by  promoting  its 
needs  and  projects  in  our  Medical  Bulletin  as  well 
as  picking  up  and  delivering  unused  sample 
drugs  from  physicians’  offices. 

I look  forward  to  serving  the  Fourth  Medical 
District  and  appreciate  the  confidence  placed  in 
me  by  the  membership. 

John  P.  Evans,  MD 

Trustee,  Fourth  Medical  District 

TRUSTEE,  FIFTH  MEDICAL  DISTRICT 

The  year  that  has  passed  since  my  last  report 
of  April  1996  sticks  in  my  mind  as  a relatively 
quiet  one  on  the  national  health  care  agenda.  By 
that  thought  I mean  that  there  has  been  no  new 
proposal  for  a giant  federal  health  care  system 
by  our  government.  However,  if  you  think  that 
things  have  been  quiet,  just  consider  what  has 
been  going  on  in  the  private  sector  for  the  past 
couple  of  years. 

The  move  toward  managed  care  has  acceler- 
ated at  an  ever  faster  pace.  From  1992  through 
1995,  preferred  provider  organization  (PPO) 
enrollment  increased  8 1 percent  to  58.2  million 
in  1995.  At  the  same  time,  health  maintenance 
organization  (HMO)  enrollment  jumped  from 
50.4  million  to  91  million.  These  changes 
occurred  while  the  public  felt  that  health  care  was 
getting  worse  and  managed  care  was  harming 
health  care  by  controlling  costs  through  finan- 
cial incentives  for  physicians  to  not  treat  or  refer 
patients.  Presently,  in  the  United  States,  approx- 
imately 44  percent  of  the  population  is  insured 
by  some  form  of  managed  care  plan  and  4 1 per- 
cent of  the  population  continues  to  be  enrolled 
in  traditional  fee-for-service  or  indemnity  plans. 
The  total  number  of  uninsured  Americans  con- 
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tinues  to  hover  around  15  percent  of  the  popu- 
lation, or  39  million  people.  In  South  Carolina 
by  the  end  of  1997,  it  is  expected  that  HMO 
enrollment  will  be  40  percent,  PPO  and  point  of 
service  plan  enrollment  40  percent,  and  indem- 
nity insurance  enrollment  10  percent.  Compare 
this  with  1984  when  89  percent  of  the  insured 
South  Carolina  population  was  enrolled  in  tra- 
ditional indemnity  plans.  The  impact  of  these 
changes  is  seen  in  national  surveys,  illustrating 
that  more  than  80  percent  of  patient  revenue 
earned  by  group  practices  last  year  was  fee-for- 
service  based  (discount  fee-for-service  or  straight 
fee-  for-service).  Capitation,  on  the  other  hand, 
accounted  for  only  11  percent  of  revenue.  But 
these  figures  are  not  nearly  as  bad  as  they  sound. 
In  fact,  72  percent  of  hospitals  in  the  southeast 
are  currently  recruiting  physicians,  as  are  69  per- 
cent of  group  practices.  These  figures  are  inter- 
esting considering  the  fact  that  61  percent  of 
physicians  feel  that  practice  opportunities  are 
worse  now  than  compared  with  five  years  ago. 
In  spite  of  that  fact,  54  percent  of  physicians  feel 
that  about  the  right  number  of  doctors  are  being 
trained  in  the  United  States. 

While  you  may  feel  that  you’ve  taken  your  hits 
in  the  last  year,  managed  care  organizations 
(MCOs)  of  all  types  have  been  under  terrific 
scrutiny  as  well.  Managed  care  organizations 
have  lowered  the  cost  of  medical  care  through 
a variety  of  “no-brainer”  cost  cutting  measures. 
These  obvious  money  saving  measures  have 
included  restricting  patient  choice  of  physicians, 
limiting  what  physicians  are  paid,  providing 
physician  and  hospital  incentives  for  minimiz- 
ing care,  paying  hospitals  less,  paying  less  for 
pharmaceuticals,  and  outright  denial  of  forms  of 
medical  treatment  which  are  expensive  or 
“experimental.”  MCOs  are  now  seeking  to  push 
professional  costs  for  care  even  lower  through 
extensive  usage  of  non-physicians  such  as  nurse 
practitioners,  physician  assistants,  and,  in  some 
cases,  emergency  medical  technicians.  Data, 
other  than  financial  data,  justifying  the  use  of 
such  persons  and  measures  of  their  quality  of  care 
are  not  yet  widely  available.  There  is  clearly  a 
cost/benefit/risk  of  lawsuit  ratio  in  using  such 
individuals.  We  should  all  be  reminded  that  80 
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percent  of  the  public  says  that  the  doctor  is  the 
most  important  factor  in  quality  medical  care,  but 
only  29  percent  of  Americans  have  seen  any 
information  comparing  the  quality  of  health 
plans,  doctors,  or  hospitals.  Indeed,  only  33  per- 
cent of  the  29  percent  of  these  same  Americans 
used  the  information  to  make  a health  care 
choice.  The  controversy  over  “gag  rules”  in 
physicians’  contracts,  and  the  denial  of  adequate 
maternity  benefits  has  generated  much  discus- 
sion about  the  type  of  medical  care  rendered  by 
some  MCOs.  Furthermore,  a recent  survey  of 
patients’  understanding  of  health  care  terms  and 
coverage  reveals  that  neither  the  public  nor  the 
business  community  understands  concepts  such 
as  deductibles,  pre-existing  conditions,  prima- 
ry care  physicians,  co-payments,  wellness  pro- 
grams, PPOs,  point-of-service,  etc.  There  is 
clearly  a growing  concern  that  managed  care 
companies  are  not  required  by  law  to  reveal  in 
clear  language  a great  deal  about  their  insurance 
plan  or  coverage.  We  can  live  with  managed  care 
but  we  should  not  let  it  devalue  our  profession 
by  coming  between  physicians  and  their  patients. 
Some  forms  of  payment  methodology,  such  as 
capitation,  may  only  be  transitional  models  and 
may  not  represent  long-term  strategic  changes 
in  our  health  care  system.  SCMA  members  must 
step  forward  and  support  the  Patients’  Bill  of 
Rights,  adequate  tort  reform,  and  ample  and  con- 
tinuing funding  for  medical  research  and  edu- 
cation at  all  levels.  Physicians  must  have  the  legal 
tools  to  stand  up  for  their  patients  in  order  to  insist 
that  those  patients  receive  the  best  possible  med- 
ical care  and  that  patients’  rights  not  be  hindered 
by  overly  restrictive  financial  considerations. 
Continuing  conflicts  between  the  physicians’ 
needs  to  make  a living  and  the  patients’  needs  to 
receive  adequate  medical  care  at  all  levels  can 
only  lead  to  a destmctive  outcome  for  physicians, 
hospitals,  employers,  and  health  care  financial 
providers. 

Finally,  we  should  seek  to  keep  politicians, 
judges,  and  legislators  out  of  the  medical  care 
process.  Their  interference  in  a process  of  which 
they  have  little  knowledge  and  no  understand- 
ing can  only  lead  to  results  such  as  the  Whitner 
vs.  South  Carolina  decision  and  the  rapid  intro- 
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duction  of  multiple  legislative  bills  criminaliz- 
ing some  medical  procedures. 

It  has  been  a privilege  and  a pleasure  to  serve 
as  your  trustee  from  the  Fifth  Medical  District 
for  the  past  two  years.  I am  running  for  reelec- 
tion this  year  and  look  forward  to  serving  you  in 
the  next  two  years.  I appreciate  your  vote  and 
support. 

R.  Duren  Johnson,  MD 
Trustee,  Fifth  Medical  District 

TRUSTEE,  SIXTH  MEDICAL  DISTRICT 
(METROPOLITAN) 

In  my  first  year  as  Trustee,  Sixth  Medical  Dis- 
trict, I have  had  a real  learning  experience.  The 
district  continues  to  grow  in  numbers,  mem- 
bership, and  leadership  roles  in  the  South  Car- 
olina Medical  Association  (SCMA). 

Dr.  Stephen  A.  Imbeau,  our  current  state  trea- 
surer, who  possesses  impressive  credentials  is 
seeking  the  presidency  of  the  SCMA.  His  cre- 
dentials, with  which  I am  sure  you  will  become 
familiar,  show  a long  and  dedicated  history  of 
service  to  his  patients,  the  community,  and  the 
SCMA.  More  importantly,  Steve  has  the  char- 
acter and  the  strength  of  will  to  lead  the  SCMA 
at  critical  juncture  in  its  150-year  history.  As  sixth 
district  trustee,  I am  proud  to  say  I can  whole- 
heartedly endorse  Steve  Imbeau  for  the  office  of 
president  of  the  SCMA. 

Additionally,  I am  proud  that  Dr.  William  Hes- 
ter is  seeking  reelection  for  the  office  of  secre- 
tary of  the  SCMA.  He  has  an  even  longer  record 
of  service  to  his  patients,  his  community,  the 
McLeod  family  practice  residency,  the  state  of 
South  Carolina,  and  the  SCMA.  I encourage  you 
to  become  familiar  with  his  long  list  of  accom- 
plishments as  well.  However,  it  is  more  impor- 
tant that  you  understand  he  is  possessed  of  a rare, 
fine  quality  of  character  that  words  can  hardly 
be  found  to  describe.  I cannot  begin  to  enumer- 
ate in  this  brief  report  the  evidence  for  such  a 
ringing  endorsement  of  his  integrity,  but  it  suf- 
fices to  say  that  I and  anyone  who  have  had  the 
privilege  of  working  with  Bill  Hester  know  this 
to  be  true. 

The  sixth  district  is  also  proud  of  the  leader- 
ship that  Dr.  Ken  DeHart  provides  in  emergen- 
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cy  medicine  and  procedural  coding.  The  SCMA 
Young  Physicians  Section  is  also  led  by  the  cur- 
rent president  of  the  Florence  Medical  Society, 
Dr.  James  Mock.  He  has  rightfully  led  the  way 
for  a young  physician  representative  to  serve  on 
the  SCMA  board  just  as  a representative  serves 
on  the  American  Medical  Association  (AMA) 
board.  The  district  is  also  grateful  for  the  dis- 
tinguished service  of  my  predecessor,  Dr.  Som- 
pong  Kraikit. 

In  closing,  I want  to  emphasize  the  importance 
of  physician  participation  at  each  level  in  the 
state.  This  is  the  only  way  we  can  remain  strong 
and  truly  know  the  interests  of  physicians  in  the 
SCMA.  I challenge  each  physician  in  my  district 
to  let  me  know  what  you  are  thinking  about  such 
issues  before  us  such  as  Medicare,  Medicaid, 
patient  choice,  managed  care,  assisted  suicide, 
tort  reform,  gag  rules,  and  any  other  issues  that 
may  have  a direct  impact  on  medicine.  Your 
SCMA  board  needs  your  input  and  participation 
if  we  are  to  truly  represent  the  house  of  medicine 
in  South  Carolina  and  in  the  AMA. 

William  N.  Boulware,  MD,  FACP 

Trustee,  Sixth  Medical  District 

TRUSTEE,  SEVENTH  MEDICAL  DISTRICT 

This  is  my  last  year  of  service  as  trustee  for  the 
Seventh  Medical  District,  having  also  served  as 
vice  chairman  of  the  board  this  past  year.  As 
board  members,  our  decisions  are  made  with  the 
best  interest  of  what  is  good  and  proper  for  our 
physicians  and  our  patients.  We  have  input  from 
committees  of  the  South  Carolina  Medical  Asso- 
ciation (SCMA),  individual  physicians,  and 
groups  of  physicians.  Through  the  voices  of  these 
members  and  committees,  we  try  to  make 
informed  decisions.  During  my  time  of  service 
on  the  board,  the  practice  of  medicine  has 
changed  with  politics,  insurance  companies,  gov- 
ernment, and  managed  care  trying  to  dictate  the 
course  of  medicine,  often  without  the  best  inter- 
est of  the  patient  and  physician  in  mind.  Only 
through  a strong  medical  association,  both  local- 
ly and  nationally,  can  we  continue  to  speak  as  one 
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united  voice  for  all  physicians  so  that  we  can  con- 
tinue to  be  the  advocates  of  excellent  medical 
care  for  all  of  our  patients.  As  I step  down,  I wish 
to  thank  the  physicians  in  district  seven  and  the 
SCMA  for  giving  me  the  opportunity  to  serve 
you  and  trust  that  I have  served  well  over  the  past 
eight  years. 

J.  Capers  Hiott,  MD 

Trustee,  Seventh  Medical  District 

TRUSTEE,  EIGHTH  MEDICAL  DISTRICT 

Each  year  I lament  on  how  enterprising  we 
must  be  to  function  in  the  coming  managed  care 
market,  how  pro-patient  we  must  remain,  and 
how  quality  conscious  we  must  be — because  no 
one  cares  about  quality  or  patients  like  we  do! 

These  remain  important  issues,  but  I am  glad 
to  observe  that  this  seems  to  have  been  a quiet 
year,  at  least  in  our  part  of  the  state.  Today,  physi- 
cians still  seem  to  have  the  greatest  control  over 
our  patients’  care. 

This  year  economics  have  played  a major  role 
in  physicians’  practices.  The  state,  Blue 
Cross/Blue  Shield  (BCBS),  Preferred  Personal 
Care  (PPC),  and  Companion  programs 
announced  there  will  be  no  fee  changes  in  1997. 
Medicare  has  implemented  an  eight  percent 
decrease,  as  well  as  some  additional  code  edits. 

The  attorney  general  declared  fraud  and  abuse 
his  second  priority.  Often  we  think  of  fraud  and 
abuse  as  one  issue,  but  it  is  two  entirely  separate 
issues.  Fraud  and  abuse  is  said  to  represent  a loss 
of  $8  billion  per  year.  Maybe  fines  and  recoup- 
ments recovered  from  violations  are  meant  to 
fund  the  budget  deficit  because  the  new 
Kennedy-Kassebaum  Insurance  Portability  Law 
has  funded  the  new  regulations  implemented 
with  this  law.  This  is  a serious  issue  facing  all 
physicians.  If  you  and  your  staff  are  not  abreast 
of  these  issues,  including  correct  coding,  please 
take  quick  steps  to  remedy  this.  Ignorance  is  not 
an  excuse  under  this  law. 

Dallas  Lovelace , III,  MD 
Trustee,  Eighth  Medical  District 


154 


The  Journal  of  the  South  Carolina  Medical  Association 


OTHER  REPORTS 


THE  CHIEF  EXECUTIVE  OFFICER 

It  is  my  pleasure  to  report  to  the  House  of  Del- 
egates on  the  activities  of  the  South  Carolina 
Medical  Association  (SCMA)  and  its  sub- 
sidiaries. 

Last  year  I reported  to  you  that  the  SCMA  had 
joined  a partnership  to  form  a health  maintenance 
organization  (HMO)  with  another  company.  That 
company.  Preferred  Health  Choice,  was  sold  by 
its  parent  company  to  a group  of  independent 
investors.  This  was  followed  by  the  sale  of  the 
parent  company,  Pioneer  Financial  Services,  to 
a larger  insurance  company.  When  all  the  dust 
had  settled,  it  appeared  to  the  SCMA  board  that 
the  prudent  thing  to  do  was  to  dissociate  our- 
selves from  the  project  and  put  it  on  hold.  Addi- 
tionally, we  have  seen  two  physician-owned 
HMOs  in  Florida  fail  in  the  developmental  phase 
due  to  a lack  of  capital.  This  reenforces  the  deci- 
sion made  by  the  board.  Staff  will  continue  to 
monitor  HMO  development  in  the  state.  If  con- 
ditions develop  that  make  such  a project  feasi- 
ble, we  will  bring  it  back  to  the  board  for  con- 
sideration. 

In  the  legislative  area,  it  appears  that  the  Inter- 
specialty Council  for  Legislative  Activities  is 
achieving  what  we  had  hoped  it  would.  Our  posi- 
tions on  various  legislative  issues  are  being  dis- 
cussed in  a forum  where  all  views  can  be  heard 
before  the  SCMA  adopts  a position  on  an  issue. 
Now  in  its  third  year  of  operation,  the  meetings 
are  well  attended  by  representatives  of  a num- 
ber of  specialties,  and  all  specialties  have  been 
invited  to  participate.  Since  this  is  the  first  year 
of  a two-year  legislative  session,  we  are  dealing 
with  a number  of  bills  that  have  resurfaced  after 
going  nowhere  last  session.  Our  legislative  staff 
does  an  excellent  job  of  keeping  our  elected  rep- 
resentatives informed  of  the  position  of  the 
SCMA  on  the  various  bills  that  would  affect 
medicine  if  they  become  law.  It  is  important  that 
the  members  of  the  General  Assembly  under- 
stand the  importance  of  the  physician-patient 
relationship  and  that  they  pass  laws  which  will 
enhance,  not  impede,  that  relationship.  A report 
from  the  Interspecialty  Council  for  Legislative 


Activities  is  included  in  the  handbook  and  pro- 
vides a detailed  list  of  the  bills  currently  being 
followed  by  the  SCMA. 

The  fiscal  affairs  of  the  SCMA  and  subsidiaries 
remain  healthy  as  does  membership  in  the 
SCMA.  The  report  of  the  treasurer,  which 
includes  the  audited  financial  statements,  pro- 
vides the  details  of  our  fiscal  affairs. 

Educational  activities  are  flourishing.  The 
SCMA  has  offered  a number  of  workshops  this 
past  year  to  provide  physicians  and  their  staffs 
the  opportunity  to  update  their  skills  in  the  area 
of  practice  administration.  Particularly  popular 
were  the  Coding  Skills  Workshops.  How  to  Run 
a More  Profitable  Practice,  and  Understanding 
and  Negotiating  Managed  Care  Contracts.  This 
year  the  SCMA  has  submitted  an  application  to 
the  Accreditation  Council  for  Continuing  Med- 
ical Education  (ACCME)  for  accreditation  to 
sponsor  CME  courses  for  credit.  Until  now  we 
have  had  to  rely  on  outside  agencies  for  this 
approval.  The  risk  management  courses  offered 
for  new  physicians  continue  to  be  well  attend- 
ed. 

Just  before  the  Annual  Meeting  last  year,  the 
SCMA,  in  partnership  with  the  alliance,  dis- 
tributed a reference  book,  How  to  Recognize  and 
Treat  Victims  of  Family  Violence,  to  all  prima- 
ry care  physicians  and  hospital  emergency 
rooms.  This  reference  manual  provides  a wealth 
of  information  to  assist  physicians  in  identify- 
ing and  treating  victims  of  family  violence. 
Recently  we  distributed  a label  to  all  SCMA 
members  which  can  be  placed  on  a glass  door  or 
window,  warning  that  South  Carolina  law  pro- 
hibits concealed  weapons  in  doctors'  offices  and 
other  medical  facilities.  The  SCMA  is  now  on 
the  Internet  and  may  be  accessed  at 
SCMANET.org. 

Our  subsidiaries  are  continuing  to  grow.  The 
Physicians  Care  Network  has  existed  for  over 
four  years.  We  now  have  over  32,000  covered 
lives  and  a network  of  3,996  physicians,  73  hos- 
pitals, and  257  ancillary  providers.  The  network 
is  covering  its  expenses  including  repaying  the 
SCMA  the  money  used  to  cover  the  develop- 
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mental  costs.  SCMA  Financial  Services,  Inc. 
has  expanded  its  product  lines  to  include  prop- 
erty and  casualty  lines  of  insurance  for  your 
office.  Two  new  marketing  representatives  have 
been  added  to  the  staff,  and  I encourage  you  to 
stop  by  the  SCMA  Financial  Services,  Inc.’s 
exhibit  booth.  The  South  Carolina  Institute  for 
Medical  Education  and  Research  (SCIMER) 
continues  to  offer  the  Section  170  program.  This 
program  is  especially  attractive  to  physicians 
who  have  sold  their  practices  or  who  wish  to 
enhance  their  retirement  savings.  The  elections 
this  past  November  were  the  focus  of  SOC- 
PAC’s  activities.  The  PAC  was  involved  in  a 
number  of  races  in  both  the  primary  and  gener- 
al election  and  supported  winning  candidates  in 
the  vast  majority  of  cases.  The  Members’  Insur- 
ance Trust  is  growing  due  to  outstanding  ben- 
efits and  competitive  rates.  The  plan  is  especially 
attractive  to  members  of  the  SCMA  because  of 
the  unique  benefits  it  provides  physicians  and 
their  families. 

This  year  the  SCMA  announced  a new  venture, 
SCMA  Practice  Management  Services,  Inc. 
This  new  subsidiary  is  designed  to  provide  assis- 
tance in  practice  management  that  is  not  encum- 
bered by  brand  or  vendor  loyalty,  without  con- 
flict of  interest,  and  most  importantly,  with  the 
best  interest  of  the  physician  as  the  primary 
objective.  Assistance  in  the  areas  of  information 
systems,  finance  and  accounting,  mergers  and 
acquisitions,  and  most  any  other  area  of  practice 
management  is  available. 

An  event  took  place  this  year  that  has  occurred 
only  one  other  time  in  the  history  of  the  SCMA: 
an  employee  retired.  Joy  Drennen  served  on  the 
staff  of  the  SCMA  from  December  1975  until 
December  1996. 1 would  like  to  take  this  oppor- 
tunity to  commend  Joy  for  her  21  years  of  ser- 
vice to  the  physicians  of  South  Carolina.  The 
SCMA  has  an  outstanding  staff  that  is  dedicat- 
ed to  serving  your  interests. 

Thank  you  for  your  support,  and  we  look  for- 
ward to  serving  you  this  coming  year. 

William  F.  Mahon 

Chief  Executive  Officer 


REPORTS  

REPORT  OF  SCMA  FINANCIAL 
SERVICES,  INC 

It  is  my  privilege  to  make  this  annual  report  of 
the  South  Carolina  Medical  Association  (SCMA) 
Financial  Services,  Inc.,  to  the  House  of  Dele- 
gates. The  original  purpose  of  SCMA  Financial 
Services,  Inc.,  was  to  establish  a wholly  owned 
subsidiary  of  the  SCMA  that  could  handle  the 
various  insurance  needs  of  the  association  and 
collect  the  commissions  that  were  being  paid  to 
insurance  agencies  and  brokers  around  the  state. 
Once  we  were  in  the  business,  we  found  that 
there  were  many  facets  of  insurance  of  which  we 
had  been  unaware.  There  was  a definite  advan- 
tage to  employing  agents  who  would  look  out  for 
our  best  interests. 

It  became  readily  apparent  that  a similar  ser- 
vice would  be  of  immense  value  to  the  mem- 
bership. Thus,  SCMA  Financial  Services,  Inc., 
has  expanded  to  include  three  full-time  agents 
and  one  part-time  agent  who  consult  with  the 
membership  and  provide  proposals  from  high 
quality  companies  at  competitive  prices.  To  date, 
SCMA  Financial  Services,  Inc.,  holds  28  dif- 
ferent licenses  for  life,  health,  disability,  Joint 
Underwriters  Association  (JUA),  and  property 
and  casualty  products.  We  provide  these  prod- 
ucts to  the  membership  at  the  most  competitive 
and/or  discounted  prices  we  can  find.  This  year, 
on  our  third  birthday,  we  will  gross  over 
$400,000  in  commissions  from  the  sale  of  insur- 
ance products  and  accrue  a substantial  profit  for 
the  SCMA. 

Please  visit  our  booth  in  the  exhibit  area  and 
meet  our  agents. 

Edward  W.  Catalano,  MD,  Chairperson 

REPORT  OF  THE  PHYSICIANS  CARE 
NETWORK  BOARD  OF  DIRECTORS 

I am  pleased  to  provide  the  House  of  Delegates 
with  information  regarding  the  current  status  of 
the  Physicians  Care  Network  (PCN). 

The  PCN  was  formed  early  in  1993  to  create 
a statewide  economic  unit  of  physicians  who 
would  work  directly  with  employers  to  manage 
the  cost  and  quality  of  health  care. 

Our  marketing  efforts  have  confirmed  that  a 
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large  number  of  employers  in  South  Carolina  are 
interested  in  the  Physicians  Care  Network,  and 
we  have  been  successful  in  signing  contracts  with 
40  companies,  for  a total  of  32,763  covered  lives, 
as  of  February  28,  1997.  The  South  Carolina 
Medical  Association’s  (SCMA)  Members’  Insur- 
ance Trust  (MIT)  has  implemented  the  Physi- 
cians Care  Network  and  has  experienced  sig- 
nificant savings  from  PCN’s  negotiated  rates 
with  hospitals  and  ancillary  service  providers. 
The  network  has  just  recently  returned  the  entire 
12  percent  risk-sharing  withhold  to  participating 
hospitals  and  physicians  for  MIT  patients. 

Physicians  Care  Network  risk-sharing  clients 
are:  SCMA  Members’  Insurance  Trust;  Fennell 
Companies,  Inc.;  Edgefield  County  Hospital; 
Korn  Industries;  Food  Service  Supplies;  Col- 
lum’s  Lumber  Mill,  Inc.;  Pioneer  Financial  Ser- 
vices National  Group  Life  Continental  Life  and 
Accident;  Home  Health,  Inc.;  Osteen  Publishing 
Company;  and  Palmetto  Primary  Care  Physi- 
cians. 

Our  network  currently  has  over  4,045  physi- 
cian members  as  well  as  podiatrists,  oral  sur- 
geons, and  certified  registered  nurse  anesthetists. 
Seventy-three  hospitals  have  signed  contracts 
with  the  network.  PCN  has  also  signed  contracts 
with  numerous  reference  laboratories,  home 
health  providers,  ambulatory  surgicenters,  and 
other  ancillary  providers,  for  a total  of  286. 

Because  of  employer  interest,  we  have  now 
developed  a non-risk  sharing  product,  Access 
Only,  which  is  available  to  businesses  that  are 
either  smaller  than  100  employees  or  are  not 
interested  in  the  risk-sharing  product.  Access 
Only  clients  are:  Cox  Wood  Preserving,  Inc.; 
Orian  Rugs,  Inc.;  Waste  Industries,  Inc.;  Cayce 
Company;  Silkworm,  Inc.;  Pepsi  Cola  Bottling 
Company  of  Florence;  Employee  Resource  Man- 
agement; Elliott  Sawmilling;  Human  Resource 
Company;  Tate  Metal  Works,  Inc.;  RHB  Ser- 
vices, Inc.;  Paradigm  Group/Frontier  Insurance; 
Santen’s  of  America;  Med  Central  Health 


Resources;  Drug  Plastics  and  Glass  Company; 
Washington  National;  NatureChem;  South  Car- 
olina School  Association;  Perception;  Swisstex, 
Inc.;  Venture  Packaging,  Inc.;  Dargan  Con- 
struction Company,  Inc.;  McLaughlin  Motors, 
Inc.;  Ford’s  Redi-Mix  Concrete  Company;  Pride 
Mechanical  & Fabrication  Company,  Inc.; 
Augusta  Fiberglass;  and  All  American. 

The  success  of  PCN  depends  on  the  commit- 
ment you,  as  physicians,  are  willing  to  make. 
Thank  you  for  your  support. 

Daniel  W.  Brake,  MD,  Chairperson 

REPORT  OF  SCMA  PRACTICE  MAN- 
AGEMENT SERVICES,  INC. 

It  is  my  pleasure  to  make  this  report  to  the 
House  of  Delegates  about  South  Carolina  Med- 
ical Association  Practice  Management  Services, 
Inc.  (SCMA  PMSI).  The  SCMA  recognized  the 
need  for  physicians,  in  this  rapidly  changing 
environment,  to  obtain  competitively  priced, 
physician-focused  advice  and  services  on  prac- 
tice management  matters.  In  response  to  this 
need,  SCMA  PMSI  was  created  in  January  1997. 

Since  its  inception,  SCMA  PMSI  has  been  well 
received  by  physicians  throughout  South  Car- 
olina. As  SCMA  PMSI  becomes  better  known, 
physicians  are  coming  to  view  this  new  subsidiary 
of  the  association  as  a significant  source  for  objec- 
tive information  and  services  on  the  management 
of  their  practices.  With  special  discounted  fees  for 
members,  SCMA  PMSI  can  assist  physicians  on 
managed  care  matters,  information  technology 
issues,  group  formation  and  merger/acquisition 
evaluations,  and  a broad  range  of  operational 
issues,  including  marketing,  employment,  finan- 
cial, and  management  concerns. 

Please  visit  our  booth  (number  5)  in  the  exhib- 
it area  to  learn  more  about  how  we  can  assist  your 
practice. 

Stephen  A.  Imbeau,  MD 

Acting  Chairperson 
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AMA  SPECIAL  GUEST: 

DANIEL  H.  JOHNSON,  M.D. 
PRESIDENT 

Daniel  H.  Johnson,  M.  D.,  a diagnostic  radi- 
ologist from  Metairie,  Louisiana,  became  pres- 
ident of  the  American  Medical  Association 
(AMA)  in  June  1996.  Dr.  Johnson,  who  had  been 
elected  president-elect  in  June  1995,  served  as 
vice  speaker  of  the  AMA  House  of  Delegates 
from  June  1987  to  June  1991  and  as  speaker  from 
June  1991  to  June  1995.  He  had  served  as  a del- 
egate from  1983  until  he  became  president-elect 
and  as  an  alternate  delegate  from  1980-1982. 

Long  active  in  organized  medicine,  Dr.  John- 
son chaired  the  Louisiana  State  Medical  Soci- 
ety’s (LSMS)  committees  on  long-range  plan- 
ning, advertising  and  fee  complaints,  and 
alternative  delivery  systems.  He  was  speaker  and 
vice  speaker  for  the  LSMS  House  of  Delegates 
for  1 1 years  and  is  a past  president  of  the  soci- 
ety. He  is  a founding  member  of  the  Board  of  the 
Louisiana  Medical  Mutual  Insurance  Company 
(LAMMICO)  and  is  active  on  its  marketing  com- 
mittee. Dr.  Johnson  is  also  a past  chair  and  trea- 
surer of  the  Louisiana  Medical  Political  Action 
Committee  (LAMPAC).  Since  the  summer  of 
1992,  he  has  represented  the  physicians  of 
Louisiana  on  the  Louisiana  Healthcare  Com- 
mission. 

Bom  April  3, 1938,  in  Port  Author,  Texas,  Dr. 
Johnson  received  his  M.  D.  degree  from  the  Uni- 
versity of  Texas  at  Galveston  where  he  interned 
in  surgery.  In  1994,  he  was  named  an  Ashbel 
Smith  Distinguished  Alumnus  of  his  medical 
school.  Following  two  years  of  service  with  the 
Army,  including  duty  in  Viet  Nam,  he  trained  in 
diagnostic  radiology  at  the  Ochsner  Foundation 
Hospital  in  New  Orleans.  He  is  board  certified 
in  diagnostic  radiology  and  a Fellow  of  the 
American  College  of  Radiology.  He  maintains 
an  active  private  practice  in  diagnostic  radiolo- 
gy- 

Dr.  Johnson  is  Clinical  Professor  of  Radiolo- 
gy and  Otolaryngology  at  Tulane  University.  He 


was  co-founder  and  president  of  the  American 
Society  of  Head  and  Neck  Radiology.  He  also  is 
a past  president  and  past  chair  of  the  Board  of  the 
New  Orleans  Radiology  Society. 

Among  the  many  issues  of  health  system 
reform,  Dr.  Johnson  has  a particular  interest  in 
financing  of  the  delivery  of  health  care.  He  has 
lectured  extensively  throughout  the  United  States 
on  using  pluralism  and  patient  choice  to  improve 
the  cost  effectiveness  of  our  health  care  system. 

In  his  community,  Dr.  Johnson  served  for  many 
years  on  the  boards  of  the  Louisiana  State  Muse- 
um and  its  support  group,  the  Friends  of  the 
Cabildo. 

Dr.  Johnson  resides  as  well  as  practices  in 
Metairie,  Louisiana,  located  adjacent  to  New 
Orleans.  He  is  the  father  of  four  children,  Lynne, 
Daniel,  III,  Margaret  and  Hannagan,  and  is  mar- 
ried to  the  former  Susan  Wheeler  from  Abilene, 
Texas. 
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Thornton  & Thome  give  the  medical  community  something  to  think  about  this  month. 


WILL  YOUR  CHILDREN  INHERIT  YOUR 
PENSION  PLAN  ASSETS? 

TAXES  CAN  CONSUME  AS  MUCH  AS  75%  OF  PLAN  DISTRIBUTIONS 


Many  physicians  have  large  account  balances  in  their  qualified  retirement  plans. 
This  is  a wonderful  asset  to  provide  income  to  the  physician  and  his  or  her 
spouse  during  their  lifetimes. 

It  is,  however,  a very  inefficient^ssei^tojeave  to  children.  Here’s,an  example  of 
a 60  year  old  physician  who  has^$fT000,000  in  his  profit  sharing  plan  and  has 
named  his  children  as  beneficiaries.  They  will  receive  less  than  $600,000. 


□ TAXES 
■ CHILDREN 


Beginning  Plan  Balance 

$2,000,000 

Tax  1:  Excess  Accumulations  Tax 

107,567 

Tax  2:  Federal  Estate  Tax 

946,217 

Tax  3:  Federal  Income  Tax 

358,286 

Total  Taxes 

$1,412,070 

Net  Amount  Available  to  Heirs 

$587,930 

Percent  Passing  to  Heirs 

29% 

Fortunately,  there  are  solutions  which  minimize  this  disastrous  effect.  To 
learn  more  options  that  have  worked  well  for  a number  of  physicians, 
please  return  this  response  form. 


PLEASE  PROVIDE  INFORMATION  ON  PRESERVING  QUALIFIED  PLAN  ASSETS 

Carolina  Physicians  Advisory  Service 
Post  Office  Box  688 
Columbia  SC  29202-0688 


NAME 


STREET 


CITY  STATE  ZIP 


Views  expressed  herein  are  those  of  the  authors  and  in  no  way  represent  SCMA.  We  do  not  give  tax  advice. 
Only  your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 
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149th  SCMA  ANNUAL  MEETING 
EXHIBITORS  1997 


BOOTH 

COMPANY 

BOOTH 

COMPANY 

NUMBER 

NUMBER 

3 

Carolina  Physicians  Advisory  Service 

46 

Ciba-Geneva 

4 

Prudential  Securities 

47 

Mary  Black  Health  System 

5 

SCMA  Practice  Management  Ser- 

48 & 49 

Abbott  Laboratories 

vices,  Inc. 

50-54 

Companion  Technologies 

13 

American  Cancer  Society’s  Best 

55 

Disability  Determination  Division 

Chance  Network 

SCVR 

14&15 

BellSouth  Business  Systems 

58 

S.C.  AHEC  Recruitment 

16 

Merck-US  Human  Health  Division 

59 

S.C.  Medical  Management  Assoc. 

17&18 

Glaxo  Wellcome 

60 

Sanofi  Pharmaceuticals 

19 

S.C.  Commun-I-Care 

61 

USC-School  of  Medicine 

20 

National  Bank  of  SC 

62 

Janssen  Pharmaceutica 

21 

Fox  Meadows  Software 

63 

Section  170  SCIMER  Plan 

23 

S.C.  Physical  Therapists 

64 

Hoechst  Marion  Roussel 

28 

G.D.  Searle  & Co. 

66 

Carolina  Medical  Review 

31 

Astra  Merck 

67 

S.C.  Medical  Group  Management 

32 

S.C.  Society  Medical  Assistants 

68 

SC  Organ  Procurement  Agency 

33 

St.  Mary’s  Health  System,  Inc. 

69 

MUSC 

34 

Dept,  of  Health  & Human  Services 

70 

Medicare  Part  B,  BC/BS  of  S.C. 

(Medicaid) 

71 

DermTec 

35 

Ortho  McNeil  Pharm  Corp. 

72 

HMO  Blue 

38 

The  Cliffs  Communities 

73 

The  Regional  Medical  Center 

39 

Medical  Services  of  America,  Inc. 

74 

Companion  Healthcare 

40 

Doctor’s  Care,  PA. 

75 

SCMA  Financial  Services,  Inc. 

43 

U.S.  Navy  Medical  Programs 

76-78 

CompuSystems,  Inc. 

44 

Roper  CareAlliance 
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Editorials 

“THE  CHARACTER  AND  USEFULNESS  OF  THIS  CALLING:” 
THOUGHTS  ON  THE  COMING  SESQUICENTENNIAL 


Bill  Mahon  and  Audria  Belton  reminded  me 
that  next  year — 1998 — will  be  the  South  Car- 
olina Medical  Association’s  (SCMA)  sesqui- 
centennial.  How  should  we  celebrate?  Should  we 
change  the  letterhead  design  of  The  Journal ? 
Should  we  plan  a special  symposium  issue? 
Should  there  be  a 150th  Anniversary  Ball  at  the 
Annual  Meeting?  The  editorial  board  of  The 
Journal  joins  the  officers,  trustees,  and  staff  of 
the  SCMA  in  welcoming  your  ideas! 

However  we  choose  to  celebrate  in  public,  we 
would  do  well  to  reflect  privately  on  the  signif- 
icance of  the  SCMA.  Such  reflection  should 
prompt  us  to  rededicate  ourselves  to  the  ideals 
of  our  chosen  profession.  But  what  exactly  are 
our  ideals,  and  what  is  a profession?  These  ques- 
tions are  always  worthy  of  open-ended  debate, 
for  the  answers  are  not  entirely  clear-cut.  One 
thing  is  clear:  No  profession  exists  unless  it  is 
organized.  It  was  in  that  spirit  that,  on  February 
14,  1848,  an  organizational  meeting  took  place 
in  Charleston  at  which  Dr.  Elias  Horlbeck  of 
Charleston  offered  a Preamble  and  Resolutions 
that  began: 

Whereas , the  members  of  the  Medical  Pro- 
fession of  the  State  of  South  Carolina  are 
assembled  on  this  occasion  for  the  general 
purpose  of  advancing  the  character  and  use- 
fulness of  this  calling. . . 

In  1848,  medicine  in  South  Carolina,  as  else- 
where, lacked  sharp  definition,  regulation,  and 
cohesiveness.  Dr.  Horlbeck  and  his  colleagues 
resolved  to  do  something  about  it. 

They  did  not  operate  in  a vacuum.  Indeed,  the 
notion  of  a state  society  had  been  incubating  in 
Charleston  since  1789,  when  14  physicians 
formed  a committee  “to  consider  of  such  matters 
as  will  tend  to  improving  the  Science  of 
Medicine,  promoting  liberality  in  the  Profession 
and  Harmony  amongst  the  Practitioners  in  this 


City.”  On  December  24  of  that  year,  10  of  the  14 
physicians  met  at  the  home  of  Dr.  Peter  Fayssoux 
and  agreed  unanimously  to  form  what  became 
the  Medical  Society  of  South  Carolina.1  During 
the  next  half-century,  similar  county  or  state  med- 
ical societies  were  begun  throughout  the  Unit- 
ed States  with  mixed  success.  By  the  1840s,  it 
was  apparent  that  there  were  too  many  people 
claiming  to  be  physicians,  and  that  both  medi- 
cal education  and  medical  practice  needed  stan- 
dards. Thoughtful  persons  recognized  that  if  such 
standards  were  to  happen,  medicine  must  be 
organized.  In  1846,  a National  Medical  Con- 
vention was  proposed  at  a meeting  in  New  York. 
In  1847,  representatives  from  many  societies  met 
in  Philadelphia  and  resolved  to  found  what  we 
know  as  the  AMA.2 

South  Carolina  was  represented  at  the  AMA’s 
historic  Philadelphia  meeting  150  years  ago  by 
Drs.  James  Moultrie,  Jr.,  William  T.  Wragg,  and 
J.  P.  Jervey.  Moultrie  was  elected  vice-president. 
Dr.  Samuel  Henry  Dickson  of  Charleston,  a bril- 
liant professor  who  had  been  unable  to  attend  the 
organizational  meeting,  was  made  Chairman  of 
the  Committee  on  Medical  Sciences,  members 
of  which  included  Jervey  and  Wragg.  It  was  in 
this  context  that  the  SCMA  was  bom.  To  their 
enormous  credit,  the  members  of  the  Medical 
Society  of  South  Carolina — proud  Charlestoni- 
ans though  they  were — recognized  that  they 
could  not  speak  for  the  entire  state.  They  there- 
fore published  the  following  discussion: 

The  Committee  are  decidedly  of  the  opin- 
ion that,  with  the  exception  of  such  as  relate 
more  immediately  to  incorporated  Medical 
Schools,  the  objects  contemplated  in  the  pro- 
ceedings of  the  Convention,  will  be  more 
likely  to  be  fulfilled  by  a special  movement 
in  this  Society,  than  by  leaving  them  to  be 
severally  considered  by  the  different  cor- 
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porations  and  individuals  to  whom  they  are 
referred.  The  Society,  however,  having  but 
little  influence  beyond  the  limits  and  sub- 
urbs of  this  city  [Charleston],  it  appears  to 
the  Committee  both  expedient  and  proper 
that  it  should  proceed  in  consecutive  order, 
attempting  that  which  is  practicable  now, 
and  leaving  the  rest  to  be  pursued  as  events 
or  occasions  may  hereafter  determine. 

In  accordance  with  these  views,  the  Com- 
mittee beg  leave  to  recommend,  as  a pre- 
liminary and  essential  move,  the  incorpo- 
ration of  a State  Society.3 

These  sentiments  led  quickly  to  an  organiza- 
tional meeting  for  such  a true  state  society.  Were 
they  able  to  join  us  149  years  later,  what  would 
these  gentlemen  have  to  say? 

The  founding  fathers  would  no  doubt  take  enor- 
mous pride  in  the  rapid  growth  and  expanded 
mission  of  the  SCMA  in  recent  years.  They 
would  take  enormous  pride  in  the  prominence 
and  visibility  of  the  South  Carolina  delegation 
to  the  AMA,  as  reflected  in  AM4  News  and  else- 
where. They  would  take  enormous  pride  in  the 
quality  of  the  educational  programs  at  the  Annu- 
al Meeting.  They  would  take  enormous  pride  in 
the  diligence  displayed  in  our  Reference  Com- 
mittees and  in  the  House  of  Delegates.  They 
would  take  enormous  pride  in  that  what  they 


started  has  continued  almost  without  interruption. 

The  founding  fathers  would  hardly  recognize, 
of  course,  most  of  the  tools,  drugs,  and  facilities 
that  we  enjoy.  They  would  hardly  recognize  the 
way  medicine  is  financed,  and  they  would  shud- 
der at  the  amount  of  paperwork  that  is  now  nec- 
essary, computers  notwithstanding.  But  they 
would  have  little  difficulty  recognizing  many, 
perhaps  most,  of  the  issues  bearing  on  our  rela- 
tionships to  our  fellow  humans  and  to  each  other. 
The  Latin  root  of  “celebrate”  means  “to  frequent, 
go  in  great  numbers,  honor.”  They  would  be 
pleased  to  have  us  honor  our  heritage,  but  they 
would  be  more  pleased  to  see  us  go  forth  in  great 
numbers,  in  unison,  to  promote  what — in  their 
words — are  indeed  “the  character  and  usefulness 
of  this  calling.” 

— CSB 
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On  we  Covey: 


THE  89TH  ANNUAL  MEETING  OF  THE  SOUTH  CAROLINA  MEDICAL 
ASSOCIATION 


Pictured  on  the  cover  this  month  is  the  Jeffer- 
son Hotel,  the  location  of  the  89th  Annual  Ses- 
sion of  the  South  Carolina  Medical  Association 
which  was  held  50  years  ago  in  Columbia.  “The 
Jefferson,  at  Main  and  Laurel  Streets,  was  built 
in  1912  and  served  as  Columbia’s  leading  hotel 

for  50  years It  was  demolished  in  the  1960s 

to  make  way  for  C&S  Bank’s  Jefferson  Square 
complex.”1 

At  this  1937  meeting,  the  featured  speaker  was 
Dr.  Morris  Fishbein,  Editor  of  the  Journal  of  the 
American  Medical  Association.  Dr.  Fishbein’s 
topic  “Food  Fads  and  Follies”  was  described  to 
be  “one  of  the  most  intriguing  subjects  of  mod- 
em times.”2 

The  first  meeting  of  the  association  to  be  held 


in  Columbia  was  in  1 854  at  the  suggestion  of  Dr. 
R.  W.  Gibbes  who  was  vice  president  of  the 
Council.  This  was  an  extra  meeting  of  the  asso- 
ciation. (There  were  no  meetings  of  the  Asso- 
ciation between  1861  and  1869.)  The  second 
meeting  in  Columbia  was  held  March  9,  1870, 
during  the  presidency  of  Dr.  A.  N.  Talley.3 

Jane  Brown,  Curator 

The  Waring  Historical  Library 

REFERENCES 

1 . Montgomery,  John  A.  Columbia:  South  Carolina,  His- 
tory of  a City.  Published  under  the  sponsorship  of  the 
Greater  Columbia  Chamber  of  Commerce  by  Windsor 
Publications,  Inc.,  Woodland  Hills,  CA.  p.  139,  1979. 

2.  The  Journal  33:  83,  1937. 

3.  The  Journal  33:83,  1937. 


164 


The  Journal  of  the  South  Carolina  Medical  Association 


Alliance  Page 

REPORT  OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION  ALLIANCE 
TO  THE  SCMA  HOUSE  OF  DELEGATES 

The  South  Carolina  Medical  Association  Alliance  (SCMAA)  is  comprised  of  physicians’  spouses 
who  are  dedicated  to  the  health  of  South  Carolina.  This  diverse,  professional  volunteer  organization 
serves  as  the  link  to  other  medical  families  throughout  the  state  who  share  concerns  about  their  com- 
munities’ health  needs. 

I spent  much  of  my  year  as  president  traveling  to  county  alliances/auxiliaries.  I visited  Beaufort  in 
February  to  encourage  the  physicians’  spouses  to  form  a new  alliance.  I met  with  10  young,  enthu- 
siastic spouses  and  believe  they  will  establish  a county  alliance  in  the  near  future. 

The  1996-97  year  began  with  a Spring  Board  Meeting  in  May,  at  which  goals  for  the  year  were  cement- 
ed and  communicated.  County  presidents  spent  valuable  time  sharing  their  successes  and  failures  con- 
cerning fundraising. 

Five  delegates  represented  the  SCMA  Alliance  at  the  American  Medical  Association  Alliance 
(AMAA)  Convention  in  Chicago  in  June. 

In  August,  the  alliance  co-sponsored  the  School  Nurse  Conference  (over  400  attendees)  with  the 
South  Carolina  Nurses  Association.  Our  State  Membership  Committee  updated  our  membership 
brochure  and  launched  an  aggressive  membership  campaign. 

Our  Fall  Board  Meeting  in  October  brought  us  together  again  to  hear  reports  from  all  state  com- 
mittees and  county  presidents.  Hope  Grayson,  National  Chair  of  the  Bylaws  Committee,  brought  us 
news  from  AMAA.  We  were  also  fortunate  to  have  two  special  guests.  Valerie  Skinner,  a Universi- 
ty of  South  Carolina  (USC)  medical  student  who  received  both  an  AMA-Education  and  Research  Foun- 
dation (ERF)  and  SCMAA/South  Carolina  Institute  for  Medical  Education  and  Research  (SCIMER) 
scholarship,  gave  us  the  opportunity  to  see  the  product  of  our  AMA-ERF  and  scholarship  fundrais- 
ing. Marcia  Kelly,  Director,  Office  of  Prevention  of  the  SC  Department  of  Disabilities  and  Special 
Needs,  briefed  us  on  the  use  of  the  former  SCMAA  Health  Education  Van. 

October  was  also  the  month  of  AMAA’s  first  of  two  Leadership  Confluences  in  Chicago,  at  which 
four  county  president-elects,  our  state  president-elect,  Dee  Jewell,  and  Hope  Grayson,  AMA  Alliance 
Bylaws  Chair,  represented  South  Carolina. 

A Membership  Symposium  was  held  at  the  SCMA  office  in  February  with  3 1 members  from  around 
the  state  participating.  National  Membership  Chairperson,  Patti  Herlihy,  came  from  South  Dakota 
to  lead  us  through  the  many  steps  of  membership.  She  was  well  received  by  all. 

Also  in  February,  the  SCMAA  co-sponsored,  through  its  Child  Protection  Advisory  Committee,  a 
one  day  seminar,  Through  the  Eyes  of  a Child.  The  Honorable  Judge  William  R.  Byars,  Jr.,  Fifth  Cir- 
cuit Family  Court,  and  Dr.  Clarice  Dibble- Walker  from  Howard  University,  were  keynote  speakers. 
There  were  470  people  in  attendance. 

„ In  February  we  again  had  six  people  representing  South  Carolina  at  the  AMA  Alliance  Confluence 
II  in  Chicago. 

The  Joint  Board  Meeting  was  held  in  March  with  the  Dr.  Janis  Bellack,  Associate  Provost  for  Edu- 
cation at  MUSC,  making  a presentation  on  leadership  skills. 
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Our  main  focus  this  year  has  been  The  Community  of  Family.  We  have  been  committed  to  the  improve- 
ment of  the  family  of  medicine,  the  health  of  families  in  our  communities  and  that  of  our  physician 
families,  and  the  relationship  between  all  these  families.  We  have  worked  in  partnership  with  the  SCMA, 
each  other,  and  our  communities. 

Alliance  members  were  asked  to  distribute  Teen  Direct  Line  cards  to  schools,  provide  personal  immu- 
nization cards  to  school  children,  adopt  a shelter  as  part  of  the  national  Stop  America’s  Violence  Every- 
where (SAVE)  program,  raise  money  for  AMA-ERF  by  selling  raffle  tickets  for  a Spoleto  Weekend 
in  Charleston,  doing  a Christmas  Sharing  Card,  and  utilizing  Doctors’  Day  cards  to  recognize  a par- 
ticular physician.  The  alliance’s  Physicians  Family  Support  Committee,  in  conjunction  with  SCMA, 
held  an  open  forum  in  Columbia  for  the  families  of  impaired  physicians.  The  Legislative  Commit- 
tee has  contacted  candidates  for  office  about  their  views  on  different  health  related  issues  and  has  tried 
to  set  up  a state  alliance  FAX  network.  They  stressed  the  importance  of  voter  registration,  Mini-Intern- 
ships, and  Meet  the  Candidates  events. 

Much  time  and  effort  have  been  extended  in  planning  for  our  Annual  Meeting,  held  prior  to  the  SCMA 
meeting  at  the  Charleston  Place  Hotel  on  May  1 . Our  special  guests  will  be  Mrs.  Sandra  Mitchell, 
President  of  the  AMA  Alliance,  and  Mrs.  Sancy  McCool,  President  of  the  SMA  Auxiliary. 

It  has  been  a privilege  to  work  with  the  members  of  this  organization.  I am  truly  indebted  to  my 
board  and  Cathy  Boland,  who  coordinates  everything  we  do,  and  the  county  alliances/auxiliaries  for 
their  dedication  to  our  mission  and  beyond. 

Janelle  Othersen,  President 
SCMAA,  1996-1997 
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hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

CALL  TODAY! 
(803)566-4910 

JIIR  FORCE  RESERVE 


A GREAT  WAY  TO  SERVE 


25-701-0004 


SHOW  ME  YOUR  PRACTICE 


If  you’ll  show  me  your  practice,  SCMA  Practice  Management  Services,  Inc.,  will  provide  you  an  array 
of  competitively  priced  practice  management  services  which  include: 

• Evaluation  of  managed  care  contracts 

• Information  technology  consulting 

• Operational  (personnel,  management,  etc.)  assistance 

• Group  formation  strategies 

• Financial  (coding,  accounts  receivable,  collections)  assessments 

To  inquire  about  these  services  and  more,  contact  SCMA  Practice  Management  Services,  Inc. 


SCMA  Practice  Management  Services,  Inc. 

P.O.  Box  21667  • Columbia,  SC  29221 
(803)  798-6207,  ext.  260  • 800-327-1021  statewide 
stephen@scmanet.org 
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OUR  EYES  ARE  ON  THE  FUTURE- 
COME  JOIN  US!  We  are  an  unique  family  and 
multi-specialty  practice  looking  for  the  right 
physician  to  join  our  group.  We  offer  an  estab- 
lished, growing  practice  and  have  on-site  ancil- 
lary services  including  physical  therapy,  sub- 
acute infusion  services,  ultrasounds,  etc.  with 
state  of  the  art  support  systems  and  honest,  hard- 
working personnel.  We  are  open  to  innovative 
compensation  arrangements  designed  for  you  to 
fully  participate  in  all  of  the  services  provided. 
If  you  are  board  certified  or  board  eligible,  moti- 
vated, and  would  enjoy  practicing  medicine  in 
a well- organized,  dynamic  environment,  please 
forward  your  CV  to:  Physician  Position,  P.  O. 
Box  212,  Columbia,  South  Carolina,  29201. 

GROUP  OF  RESIDENCY-TRAINED 
EMERGENCY  PHYSICIANS:  Need  board 
certified  EM  independent  contractor  to  fill  5-7, 
eight  hour  shifts  per  month.  1 20  bed  hospital  in 
rural  upstate  South  Carolina.  Fax  CV  to  1-864- 
888-1403. 

WANTED:  PRIMARY  CARE  PRACTICES: 
UCI  MEDICAL  AFFILIATES,  INC.,  - DOC- 
TOR’S CARE,  PA  is  currently  expanding  in 
South  Carolina!  Seeking  primary  care  medical 
practices  for  merger/acquisition.  Would  also  con- 
sider specialty  practices.  Please  direct  CVs,  cor- 


respondence to  UCI  Medical  Affiliates,  Inc.  (dba 
Doctor’s  Care,  PA),  1901  Main  Street,  Suite 
1200,  Mail  Code  1105,  Columbia,  SC  29201, 
Attn:  Practice  Acquisitions. 

B/C  PEDIATRICIAN:  Seeking  an  associate, 
preferably  from  South  Carolina  or  vicinity.  Close 
to  AUGUSTA,  GA.  Please  FAX  resume  (305) 
261-8265.  No  J1  or  HB  1 positions  available. 

CHIEF  OF  STAFF : WJB  Dorn  Department  of 
Veterans  Affairs  Medical  Center  is  seeking  an 
innovative  and  energetic  physician  to  serve  as 
chief  of  staff/medical  director.  Located  in 
Columbia,  SC,  the  Dorn  VAMC  is  a modem  438 
bed  tertiary  care  center  fully  affiliated  with  the 
University  of  South  Carolina  School  of 
Medicine.  Applicants  should  be  board  certified, 
a U.  S.  citizen,  and  have  demonstrated  signifi- 
cant leadership  experience.  Candidates  must  be 
eligible  for  a faculty  appointment  at  the  School 
of  Medicine.  Interested  persons  should  forward 
their  credentials,  curriculum  vitae  and  three  pro- 
fessional references  to  J.  Jeffrey  Brown,  M.  D., 
Chair,  Search  Committee  for  Chief  of  Staff  ( 112), 
WJB  Dorn  Veterans  Affairs  Medical  Center,  6439 
Gamers  Ferry  Road,  Columbia,  SC  29209-1639. 
Telephone  inquiries  to  Dr.  Brown  at  (803)  776- 
4000,  extension  6816.  Affirmative  Action/Equal 
Opportunity  Employer. 
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FAMILY  PRACTICE 
PHYSICIAN 

Liberty  Healthcare  Corporation,  a national 
medical  management  company  seeks  a 
BE/BC  Family  Practice  Physician  to  join  our 
group.  Practice  in  a state-of-the-art  medical 
center  at  a Fortune  500  company 

Our  generous  benefit  package  includes: 

m Above  average  compensation 
m Light  on-call  duty 

■ Relocation  assistance 
m Malpractice  insurance 
* CME  stipend 

m Seven  weeks  paid  time  off 

■ 40  hour  work  week 

This  is  an  incredible  opportunity! 

For  immediate  consideration, 

please  call  MIKE  KRUG  at  800-331-7122. 

In  PA,  610-668-8800. 

Or  fax  your  CV  to  610-667-5559. 

Liberty  Healthcare  Corporation  (87), 

401  City  Ave.,  Ste.  820, 

Bala  Cynwyd,  PA  19004.  EOE. 


Liberty 

'Healthcare 

Corp o rat l o n 


VOLUME  93 
NUMBER  5 
MAY  1997 
PAGES  169-202 


SPECIAL  ISSUE:  IMPROVING  QUALITY  WITH 
COOPERATIVE  PROJECTS 

GUEST  EDITOR:  NELSON  GUNTER,  M.  D. 


(EALTH  sciences  library 

UNIVERSITY  OF  MARYLAND  AT 
BALTIMORE 
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Orangeburg,  South  Carolina 

FAMILY  PRACTICE 
PHYSICIAN 


Liberty  Healthcare  Corporation,  a national 
medical  management  company,  seeks  a 
BE/BC  Family  Practice  Physician  to  join  our 
group.  Practice  in  a state-of-the-art  medical 
center  at  a Fortune  500  company. 

Our  generous  benefit  package  includes: 

■ Above  average  compensation 
• Light  on-call  duty 

■ Relocation  assistance 
m Malpractice  insurance 

■ CME  stipend 

m Seven  weeks  paid  time  off 

■ 40  hour  work  week 


This  is  an  incredible  opportunity! 

For  immediate  consideration, 

please  call  MIKE  KRUG  at  800-331-7122. 

In  PA,  610-668-8800. 

Or  fax  your  CV  to  610-667-5559. 

Liberty  Healthcare  Corporation  (87), 

401  City  Ave.,  Ste.  820, 

Bala  Cynwyd,  PA  19004.  EOE. 


PAID  IV 

Plus 

^ Companion  Technologies 

Modern  technology  for  practice  management 


PAID  IV  Plus 

is! 


No  one  mentioned  a preauthorization.  Is  that 
something  you  can  give  her?  By  the  way , what 
is  a preauthorization? 

Mix-ups  like  this  throw  your  practice's  schedule 
off  and  frustrate  patients.  So  head  off  problems, 
and  run  your  office  smoothly  with  PAID  IV  Plus. 

RAID  IV  Plus.  Companion  Technologies'  private 
label  version  of  The  Medical  Manager,  is  the 
complete  practice  management  software  system 
that's  easy  to  use.  With  just  a few  simple  keystrokes, 
you'll  master  managed  care  functions,  including: 

Quickly  checking  for  treatment 
preauthorizations  and  patient  eligibility 

Maintaining  insurance  policy  limits 

Handling  multiple  insurance  providers 
for  a single  patient 

Producing  numerous  practice  reports 
and  analyses 

Knowing  which  services  are  not  covered 

PAID  IV  Plus  actually  makes  "managed  care" 
manageable.  And  your  life  a lot  less  complex. 

Learn  what  else  PAID  IV  Plus  can  do  for  you. 

Call  Companion  Technologies  for  information  or 
to  schedule  a system  demonstration. 

1-800-382-PAID  (7243) 
or  fax  (803)  699-2384 

PAID  TV  Plus.  Because  patients  can 't  remember 
everything,  and  you  have  to. 
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Save  On  Long  Pistance  Calls 


^ 11 14$  per  minute,  billed  in  six  second  increments 

® Applies  to  all  calls  (both  in  and  out-of-state)  except  for  calls  in  your  local 
calling  zone 

^ Kate  available  seven  days  a week,  24  hours  a day 


One  Great  Kata  Anytime,  Anywhere.. .That’s  As  Good  As  It  Gets!! 


Start  Saving  Today 

Call  our  special  toll-free  number  — 1-S00-643-7674 


A service  prov ided  through 
SCMA  Practice  Management  Services,  Inc. 

P.0.  Box  21667  • Columbia,  SC  29211 
(303)  796-6207,  ext.  260  or  1-600-327-1021  statewide 


Happy  days!  The  sky  has  not  fallen!  Ten  years  of  health  system  reform  and  most  of  us  are 
doing  what  comes  naturally — practicing  medicine.  It  is  almost  like  we  realize  that  there  are  some 
forces  beyond  us,  so  we  get  on  with  what  we  like  to  do  best — practicing  medicine. 

As  I write  my  first  President’s  Page,  I would  like  to  voice  a strong  sense  of  optimism  that  we 
are  on  the  right  path.  In  my  inaugural  address,  I spoke  of  us  resetting  our  moral  compass  and 
renewing  the  covenant  that  we  have  with  patients  and  society.  That  compass  is  simply  putting  our 
patients’  interests  first  and  doing  what  is  morally  right  for  them.  I truly  believe  that  this  is  our 
number  one  priority.  Many  years  ago,  while  president  of  the  Columbia  Medical  Society,  I attend- 
ed my  first  American  Medical  Association  (AMA)  Leadership  Conference.  I was  impressed  then, 
as  I am  now,  with  organized  medicine’s  emphasis  on  ethics  and  professionalism.  This  emphasis 
continues,  as  it  was  the  major  topic  for  the  1997  Leadership  Conference  in  Philadelphia.  Howev- 
er, stressing  ethics  does  not  mean  that  we  bury  our  heads  in  the  sand  and  let  others  around  us 
make  decisions  regarding  our  patients.  What  we  do  is  what  groups  have  done  for  millenniums. 
We  organize  ourselves.  This  does  not  mean  forming  a union,  but  it  does  mean  that  we  cut 
through  the  apathy  that  affects  so  many  physicians  and  work  toward  having  these  talented  doc- 
tors join  our  local,  state,  and  national  organizations.  Then  we  use  their  talents.  My  dream  would 
be  to  have  such  high  ethical  standards  for  these  organizations  that  physicians  would  join  to  get  a 
“Good  Housekeeping”  seal  of  approval.  If  they  were  not  members,  the  public  would  consider  the 
outlying  physicians  suspect. 

Organized  medicine  has  a great  tradition  and  our  South  Carolina  Medical  Association  (SCMA) 
takes  a back  seat  to  no  one.  Organized  in  1848,  only  one  year  after  the  AMA,  we  celebrate  our 
150th  anniversary  during  part  of  my  tenure  in  1998.  All  of  you  are  aware  of  the  strides  that  the 
SCMA  has  made  over  the  past  decade  under  the  leadership  of  our  chief  executive  officer,  Bill 
Mahon.  We  have  numerous  subsidiaries  that  benefit  us  all.  They  include  Physicians  Care  Net- 
work (PCN),  Members’  Insurance  Trust  (MIT),  South  Carolina  Institute  for  Medical  Education 
and  Research  (SCLMER)  Section  170  Plan,  SCMA  Financial  Services,  Inc.,  and  the  most  recent 
addition,  SCMA  Practice  Management  Services,  Inc.  (SCMA  PMSI).  The  potential  for  these 
organizations  is  unlimited.  It  seems  like  only  yesterday  when  we  came  to  our  membership  asking 
for  their  help  in  developing  PCN  to  become  an  economic  entity.  It  appears  that  1997  is  the  year 
for  this  to  happen.  It  has  been  a marvelous  personal  experience  being  a part  of  these  develop- 
ments. As  your  new  president,  I invite  all  of  you  and  your  colleagues  to  come  on  aboard,  get 
involved,  and  enjoy  the  ride.  I thank  all  of  you  for  giving  me  the  opportunity  to  serve  you,  and  I 
look  forward  to  leading  this  team  during  the  next  year. 


S.  Nelson  Weston,  M.  D. 
President 
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SPECIAL  ISSUE:  IMPROVING  QUALITY  WITH 
COOPERATIVE  PROJECTS 

INTRODUCTION 


GUEST  EDITOR:  NELSON  GUNTER,  M.  D.* 


Total  quality  management,  or  continuous 
quality  improvement,  has  been  successfully 
implemented  in  industry  for  years.  This  con- 
cept and  methodology  is  now  finding  applica- 
tion in  the  health  care  delivery  system. 

In  1993,  peer  review  organizations  began  to 
move  away  from  a punitive  approach  for 
quality  assurance,  which  had  been  based  on 
individual  chart  review.  Health  Care  Financ- 
ing Administration  (HCFA),  recognizing  the 
inadequacy  of  such  an  approach,  implement- 
ed the  Health  Care  Quality  Improvement  Pro- 
gram. The  emphasis  shifted  to  evaluation  of 
processes  of  care.  Cooperative  projects,  illus- 
trated by  the  articles  in  this  issue  of  The  Jour- 
nal, form  the  basis  of  this  new  approach. 


Ideas  for  projects  are  often  generated  by 
noted  variations  in  processes  of  care  or  out- 
comes. Scientific  literature,  supplemented  by 
local  physician  consensus,  is  used  in  each 
project  development.  Chart  abstraction  often 
reveals  opportunities  for  improving  processes 
of  care. 

Physician  involvement  is  critical  to  the  suc- 
cess of  these  improvement  efforts.  Carolina 
Medical  Reviewsm  is  grateful  to  the  South 
Carolina  Medical  Association  for  its  support 
and  to  the  numerous  physicians  who  have 
contributed  their  time  and  expertise  to  these 
projects.  We  are  excited  about  the  opportuni- 
ties afforded  by  these  projects  and  welcome 
increased  physician  participation  in  them. 


*Carolina  Medical  Reviewsm,  101  Executive  Center 
Drive,  Suite  123,  Columbia,  SC  29210. 
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NELSON  GUNTER,  M.  D.** 
YOUJIE  HUANG,  M.  D„  Dr.  P.  H. 
LINDA  MOORE,  R.  N. 

IRENE  SHEPARD,  R.  N. 

MS.  PAULA  ODOM 
COLLINS  GIBSON,  M.  S. 


BACKGROUND 

The  use  of  prophylactic  antibiotics  to  prevent 
postoperative  wound  infection  is  recommend- 
ed for  select  surgical  procedures,  including 
cholecystectomy,  total  knee  arthroplasty,  and 
hysterectomy.1 4 The  timing  of  prophylactic 
antibiotic  administration  is  important; 
“administration  in  the  two  hours  before 
surgery  reduces  the  risk  of  wound  infection.”5 
Timing  of  intravenous  prophylactic  antibi- 
otics (within  two  hours  or  120  minutes  before 
surgical  incision)  is  also  an  indicator  evaluat- 
ed by  the  Joint  Commission  for  Accreditation 
of  Health  Care  Organizations  (JCAHO).  A 
study  group  composed  of  surgeons  and  an 
operating  room  pharmacist  agreed  that  the 
above  recommendations  were  applicable  to 
local  practice  procedures.  This  project  was 
developed  to  assess  adherence  to  these  rec- 
ommendations. 

BASELINE 

Twenty-five  South  Carolina  hospitals  agreed 
to  participate  in  a project  to  examine  the  fre- 
quency and  the  timing  of  the  administration 
of  prophylactic  antibiotics  prior  to  surgery.  A 
sample  of  866  medical  records  of  Medicare 
patients  having  undergone  a total  knee  arthro- 
plasty, a cholecystectomy,  or  a hysterectomy 
and  having  been  discharged  between  July  1, 


*From  the  Carolina  Medical  Reviewsm  Project  Team, 
101  Executive  Center  Drive,  Suite  123,  Columbia,  SC 
29210. 

**Address  correspondence  to  Dr.  Gunter,  Principal 
Clinical  Coordinator,  Carolina  Medical  Reviewsm,  101 
Executive  Center  Drive,  Suite  123,  Columbia,  SC  29210. 


1993,  and  June  30,  1994,  were  selected.  The 
times  of  incision  and  antibiotic  administration 
were  among  the  variables  abstracted.  Two 
hundred  thirty-five  charts  were  excluded 
from  analysis  and  of  those,  202  were  due  to 
patients  being  treated  with  preoperative 
antibiotics  for  varying  lengths  of  time. 

Sixty-three  percent  of  the  patients  received 
a prophylactic  antibiotic  within  120  minutes 
of  the  time  of  incision.  The  average  time 
from  administration  to  incision  was  62.6  min- 
utes. For  the  total  knee  arthroplasty  patients, 

81.4  percent  received  an  antibiotic  within  120 
minutes;  for  the  cholecystectomy  patients, 
50.7  percent;  and  for  the  hysterectomy 
patients,  52.4  percent.  The  average  time  from 
administration  to  incision  for  the  total  knee 
patients,  the  cholecystectomy  patients,  and 
the  hysterectomy  patients,  was  57.1  minutes, 

81.5  minutes,  and  47.2  minutes,  respectively. 
Sixty  percent  of  the  prophylactic  antibiotics 
were  administered  by  a nurse  with  37  percent 
being  administered  by  an  anesthesiologist. 
When  the  anesthesiologist  administered  the 
antibiotic,  the  average  time  from  administra- 
tion to  the  time  of  incision  was  20.3  minutes. 
These  antibiotics  were  always  given  within 
the  120  minute  time  period.  When  adminis- 
tered by  a nurse,  the  antibiotics  were  given 
within  this  time  frame  82.8  percent  of  the 
time,  with  the  average  time  from  administra- 
tion to  incision  being  89.8  minutes.  The  aver- 
age length  of  stay  for  the  sample  was  7.4 
days,  with  the  hysterectomy  patients  having 
the  shortest  stay  at  4.4  days. 

For  the  hospitals,  the  percentage  of  patients 
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Prophylactic  Antibiotic  Within  2 
Hours  of  Incision 

Percent 


■ Original  □ Monitoring 


By  Hospital 


receiving  an  antibiotic  within  120  minutes 
ranged  from  zero  to  100  percent,  and  the 
average  time  from  administration  to  incision 
ranged  from  five  minutes  to  141.7.  It  was  also 
noted  that  several  patterns  of  antibiotic  use 
for  patients  undergoing  cholecystectomy 
exist.  One  group  was  treated  with  antibiotics 
preoperatively  for  varying  lengths  of  time  and 
another  group  received  only  prophylactic 
antibiotics.  Although  no  judgment  is  made  as 
to  the  merit  of  these  two  approaches,  the  vari- 
ations do  exist. 

PARTICIPATION 

Each  of  the  25  hospitals  was  given  a project 
paper  summarizing  the  background,  method- 
ology, data,  and  results,  along  with  their  hos- 
pital-specific data  and  graphs.  This  data  iden- 
tified opportunities  for  improvement  in  the 
processes  of  care.  Improvement  plans  were 
requested  from  all  participating  hospitals;  18 


were  received.  Although  each  plan  was  tai- 
lored to  the  hospital’s  specific  needs,  some 
common  themes  were  included.  Some  hospi- 
tals initiated  protocols  for  preoperative  antibi- 
otics to  be  given  by  anesthesiology,  while 
others  developed  critical  care  pathways  to 
assure  that  antibiotics  are  administered  within 
120  minutes  of  surgical  incision.  Better  docu- 
mentation, by  anesthesia,  of  the  times  of  inci- 
sion was  also  included. 

FOLLOW-UP 

Since  June  1996,  CMR  has  requested  follow- 
up medical  records  for  monitoring  from  14 
hospitals.  Preliminary  analysis  of  this  data 
shows  that  11  hospitals  have  increased  the 
percentage  of  patients  receiving  a prophylac- 
tic antibiotic  within  120  minutes  of  incision, 
and  three  others  have  decreased  their  percent- 
age. Eight  hospitals  have  decreased  the  aver- 
age time  from  antibiotic  administration  to 
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surgical  incision,  and  the  six  others  increased 
their  time. 

In  general,  the  data  collected  and  distribut- 
ed was  positively  received  and  utilized  by 
providers  in  improving  processes  of  care. 
However,  as  evidenced  by  some  of  the  feed- 
back received  from  providers,  the  appropri- 
ateness of  using  prophylactic  antibiotics  prior 
to  surgery  was  not  universally  accepted.  This 
was  especially  true  for  hysterectomy  patients, 
with  only  55.4  percent  receiving  a preopera- 
tive prophylactic  antibiotic,  and  to  a lesser 
degree  for  cholecystectomy  patients,  with 
61.9  percent  receiving  an  antibiotic.  This  was 
in  spite  of  the  recent  preponderance  of  litera- 
ture advocating  its  use.  The  orthopedic  com- 
munity strongly  supported  the  use  of  prophy- 
lactic antibiotics  in  arthroplasties,  but  the 
study  revealed  incidents  of  non-use  (87.6  per- 
cent received  a preoperative  prophylactic 
antibiotic),  probably  related  to  failures  in  the 
process  of  care,  rather  than  the  lack  of  physi- 
cian knowledge  or  intent. 

These  baseline  and  follow-up  results  clearly 
delineate  opportunities  for  improving  the  pro- 
cesses of  care,  not  only  by  increasing  the  per- 
centage of  patients  receiving  antibiotics,  but 
also  by  increasing  the  percentage  receiving 
antibiotics  within  120  minutes  prior  to  surgi- 
cal incision.  It  should  be  noted  that  in  the 
cases  where  the  anesthesiologist  was  respon- 
sible for  the  antibiotic  administration,  the 
patients  received  their  antibiotics  within  120 
minutes  of  incision.  Hospitals  may  find  this 
approach  helpful  in  improving  the  process  of 
care.  Hospitals  should  also  make  efforts  to 
improve  documentation;  for  some  hospitals,  it 
was  difficult  or  impossible  to  determine  the 
time  of  incision  from  the  medical  record.  By 
taking  measures  to  improve  documentation 
and  to  include  timely  antibiotic  administra- 
tion in  existing  pathways,  hospitals  can  ulti- 
mately improve  the  outcome  of  care  for 
South  Carolina  Medicare  patients. 

SUMMARY 

This  project  evaluated  the  use  of  prophylactic 


antibiotics  within  two  hours  prior  to  selected 
surgical  procedures.  Even  with  knee  arthro- 
plasty, for  which  there  is  essentially  universal 
agreement  on  the  need  for  prophylactic 
antibiotics,  there  is  room  for  improvement  in 
antibiotic  delivery.  This  is  true  both  in  the 
percent  of  patients  receiving  antibiotics  and 
the  timeliness  of  administration.  Although 
there  is  some  difference  of  opinion  about  the 
advisability  of  prophylactic  antibiotics  for 
certain  procedures,  the  preponderance  of 
recent  literature  advocates  its  use  and  this  is  a 
quality  indicator  evaluated  by  JCAHO.  D 
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BACKGROUND 

The  Cooperative  Cardiovascular  Project 
(CCP)  is  the  first  national  effort  of  the  Health 
Care  Quality  Improvement  Program  (HCQIP) 
sponsored  by  the  Health  Care  Financing 
Administration  (HCFA).  CCP  focuses  on  care 
provided  to  patients  with  acute  myocardial 
infarction  (AMI).  When  HCQIP  was  started 
in  1992,  HCFA  selected  AMI  as  the  first 
focus  area  because  it  is  a common  cause  of 
hospitalization  with  a high  rate  of  mortality  in 
the  Medicare  population.  Guidelines  pub- 
lished by  the  American  College  of  Cardiolo- 
gy and  the  American  Heart  Association  were 
adapted  into  quality  indicators,  which  are 
measurable  aspects  of  the  care  of  AMI 
patients. 

CCP  Pilot : These  quality  indicators  were 
used  in  a pilot  project  consisting  of  four 
states:  Alabama,  Connecticut,  Wisconsin,  and 
Iowa.  The  CCP  pilot  demonstrated  that  many 
Medicare  patients  may  not  be  ideal  candi- 
dates for  standard  AMI  therapies,  but  even  in 
the  absence  of  contraindications,  these  treat- 
ments were  underutilized.  In  cohorts  of  “ideal 
candidates”  for  specific  interventions,  83  per- 
cent received  aspirin  and  77  percent  received 
aspirin  at  discharge.  These  results  were  pub- 
lished in  the  Journal  of  the  American  Medical 
Association 1 and  in  Circulation.2  Opportuni- 
ties for  improvement  in  processes  of  care 
were  seen  in  all  four  states.  From  the  results 
of  this  pilot  project,  HCFA  decided  to  pro- 
ceed to  national  implementation. 
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METHODS 

A sample  of  Medicare  beneficiaries  with  a 
principal  diagnosis  of  AMI  (ICD-9-CM  code 
410)  were  included.  Readmissions  indicated 
by  a fifth  digit  code  of  2 were  excluded. 
Records  were  requested  and  sent  to  DynKe- 
PRO  in  York.  Pennsylvania. 

National  Sample:  A national  random  sam- 
ple of  2,402  AMI  cases  was  chosen  from  hos- 
pital discharges  from  September  1,  1993, 
through  August  31,  1994.  These  cases  were 
distributed  among  the  four  HCFA  regions  for 
Peer  Review  Organization  (PRO)  program 
management. 

Statewide  Sample:  The  statewide  sample 
included  all  AMI  patients  for  an  eight-month 
time  period.  The  ending  times  of  the  eight 
months  were  varied  in  order  to  distribute  the 
abstraction  workload. 

Data  Abstraction:  All  data  abstraction  was 
performed  by  DynKePRO.  DynKePRO  is  one 
of  the  Clinical  Data  Abstraction  Centers  con- 
tracted by  HCFA  to  abstract  medical  records 
for  national  quality  improvement  projects. 
They  have  quality  assurance  activities  geared 
to  insure  the  quality  of  the  data.  These  activi- 
ties include  hiring  practices,  training,  supervi- 
sion, and  monitoring  activities  to  maintain  the 
quality  and  integrity  of  the  data  abstraction 
process.  Also,  routine  statistical-based  sam- 
pling and  record  reabstraction  are  used  to 
estimate  the  quality  of  the  data,  identify  prob- 
lems, and  provide  feedback  to  correct  any 
deficiencies. 

Data  Analysis:  Within  each  quality  indica- 
tor, patients  were  classified  as  “eligible”  can- 
didates and  “ideal”  candidates.  “Eligible” 
refers  to  patients  who  meet  minimum  require- 
ments to  be  considered  for  a treatment; 
“ideal”  refers  to  eligible  cases  who  do  not 
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have  any  identifiable  clinical  contraindica- 
tions. 

The  clinical  data,  forwarded  to  Carolina 
Medical  Review  from  DynKePRO  was  ana- 
lyzed using  Stata,  a statistical  software  pack- 
age. Stata  programs  were  developed  by 
HCFA  to  implement  the  logic  for  the  quality 
indicators.  Summary  statistics  were  generated 
along  with  tables  and  graphs  of  the  indicators. 

Peer  Grouping:  Hospitals  were  grouped 
according  to  cardiac  procedure  capability. 
The  three  peer  groups  were:  1)  hospitals  per- 
forming percutaneous  transluminal  coronary 
angioplasty  and/or  coronary  artery  bypass 
graft,  2)  hospitals  performing  cardiac 
catheterization  only,  and  3)  hospitals  not  per- 
forming PTCAs,  CABGs  or  CATHs. 

Data  Confidentiality:  Hospital  specific 
results  are  provided  to  each  hospital,  but 
CMR  will  not  publish  or  release  this  data  at 
the  hospital  level  to  outside  sources.  This  data 
is  peer  review  data  that  is  protected  from 
involuntary  disclosure  by  the  peer  review 
organization  statutes  and  regulations.  Also, 
the  number  of  cases  is  too  small  to  generate 
accurate  statistics  for  individual  physicians. 

RESULTS 

DynKePRO  requested  3,330  medical  records 
from  South  Carolina  hospitals.  Acute 
myocardial  infarction  was  confirmed  in  2,567 
(89  percent)  of  the  2,898  records  abstracted. 
The  national  sample  and  South  Carolina  data 
show  an  overall  mortality  rate  of  18  percent 
for  all  patients  with  AMI. 

Aspirin  was  given  during  the  hospital  stay 
to  80  percent  of  South  Carolina  patients  with 
a confirmed  AMI,  and  54  percent  of  patients 
with  a confirmed  AMI  received  aspirin  at  dis- 
charge. Nationally,  the  percentages  were  77 
percent  receiving  aspirin  during  the  hospital- 
ization and  5 1 percent  at  discharge.  Mortality 
within  30  days  of  admission  was  35  percent 
for  South  Carolina  patients  who  were  not 
given  aspirin  during  the  hospital  stay  and  also 
for  those  who  were  not  given  aspirin  at  dis- 
charge. The  mortality  rate  for  the  national 
sample  was  36  percent  for  patients  who  were 


not  given  aspirin  during  the  hospital  stay  and 
33  percent  for  patients  who  were  not  given 
aspirin  at  discharge. 

Four  hundred  sixty-five  South  Carolina 
patients  received  thrombolytics  and  402  had  a 
PTCA  performed.  Mortality  within  30  days 
of  admission  was  18  percent  for  those  not 
receiving  thrombolytics  and  19  percent  for 
those  not  having  a PTCA.  Nationally,  the 
mortality  rates  were  19  percent  for  those 
patients  who  did  not  receive  thrombolytics 
and  20  percent  for  those  who  did  not  have  a 
PTCA  performed. 

CONCLUSION 

It  is  only  practical  to  present  some  of  the  data 
collected  during  this  project  in  this  initial 
report.  This  data  represents  a starting  point; 
although  not  a complete  picture,  the  data  indi- 
cate opportunities  for  improvement  in  the 
processes  of  care  for  the  AMI  patient.  Areas 
identified  that  present  opportunities  for 
improvement  include  the  following:  (1)  opti- 
mizing the  use  of  aspirin  therapy  on  admis- 
sion and  at  discharge  by  implementing  sys- 
tem changes;  (2)  decreasing  the  time  to  reper- 
fusion by  handling  chest  pain  patients  in  the 
emergency  department;  and  (3)  addressing  all 
of  the  discharge  indicators  through  secondary 
prevention. 

CMR  encourages  hospitals  to  review  this 
data,  examine  their  processes  of  care,  and 
develop  improvement  plans  describing  meth- 
ods of  improving  the  care  of  their  AMI 
patients.  These  plans  could  include  staff  edu- 
cation, changing  standing  orders,  or  imple- 
menting critical  pathways.  An  approach  to 
monitoring  improvement  (long  term  follow- 
up and  compliance  monitoring)  should  also 
be  included.  CMR  will  gladly  share  any  addi- 
tional CCP  data  hospitals  feel  would  be  use- 
ful. 

SUMMARY 

This  national  project  evaluated  elements  of 
care  for  patients  admitted  for  acute  myocar- 
dial infarction.  Opportunities  for  improving 
processes  of  care,  especially  in  the  use  and 
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timing  of  aspirin  and  thrombolytics.  were 
identified.  Additional  data  regarding  other 
quality  indicators  is  available.  It  is  hoped  that 
this  data  can  be  used  to  help  create  or  incor- 
porate changes  in  existing  AMI  protocols, 
ultimately  improving  care  and  outcomes  for 
these  patients.  d 
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BACKGROUND 

The  incidence  of  pneumonia  is  high  in  South 
Carolina;  there  were  5,862  Medicare  pneu- 
monia discharges  in  fiscal  year  1992.  Prelimi- 
nary data  analysis  revealed  significant  varia- 
tion in  outcomes  for  these  patients.  Appropri- 
ately and  promptly  administering  antibiotics 
is  a critical  factor  in  reducing  mortality  and 
improving  other  treatment  outcomes  in  pneu- 
monia patients.12  The  British  Thoracic  Soci- 
ety recommends  that  antibiotic  therapy 
“should  be  given  as  soon  as  the  diagnosis  is 
made  and  should  not  be  delayed  until  the  next 
scheduled  drug  distribution  round  or  until 
investigations  have  been  performed.”3 

BASELINE 

The  main  focus  of  these  two  studies  was  to 
evaluate  the  treatment  of  the  hospitalized 
pneumonia  patient,  principally  evaluating  the 
timeliness  (within  four  hours  of  presentation) 
of  the  initial  antibiotic.  The  dates  and  times 
of  presentation  to  the  hospital  and  ordering 
and  administration  of  the  initial  antibiotic 
were  abstracted.  Medicare  patients  with  a 
principal  diagnosis  of  pneumonia  and  a 1993 
discharge  date  from  five  South  Carolina  hos- 
pitals were  included  in  the  Pneumonia  I Pro- 
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ject.  Due  to  interest  generated  from  this  pro- 
ject, eight  other  hospitals  volunteered  to  par- 
ticipate in  a Pneumonia  II  Project.  From  these 
hospitals.  Medicare  patients  with  a principal 
diagnosis  of  pneumonia  and  a discharge  date 
between  July  1,  1993,  and  June  30,  1994, 
were  selected. 

For  the  Pneumonia  I Project,  the  percentage 
of  patients  receiving  an  antibiotic  within  four 
hours  from  presentation  to  the  hospital  was 
48.7  percent.  This  percentage  ranged  from 
29.5  to  61.5  for  the  hospitals.  The  median 
time  from  presentation  to  administration  of 
the  initial  antibiotic  was  4.3  hours  with  a 
range  of  3.4  to  6.0  hours  for  the  five  hospi- 
tals. Fifty-three  percent  of  the  patients  had  a 
documented  sputum  culture,  35.5  percent  had 
a documented  sputum  smear,  and  66.8  per- 
cent had  a blood  culture. 

The  Pneumonia  II  Project  showed  36.6  per- 
cent of  patients  receiving  an  antibiotic  within 
four  hours  of  presentation  to  the  hospital;  this 
percentage  ranged  from  13.1  to  50  for  the 
eight  hospitals.  The  average  time  from  pre- 
sentation to  administration  of  the  initial 
antibiotic  was  6.3  hours,  ranging  from  five  to 
eight  hours  for  the  hospitals.  Forty-eight  per- 
cent of  the  patients  had  a sputum  smear  col- 
lected, 50.2  percent  had  a sputum  culture  col- 
lected, and  66.2  percent  had  a blood  culture 
collected. 

PARTICIPATION 

For  both  projects,  each  of  the  participating 
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hospitals  was  given  the  baseline  project 
paper,  which  contained  aggregate  data  and 
blinded  hospital  specific  data  and  graphs, 
along  with  additional  hospital  specific  graphs. 
This  data  identified  opportunities  for 
improvement  in  the  processes  of  care.  Some 
hospitals  had  a short  time  from  presentation 
to  order  of  the  initial  antibiotic,  but  a long 
time  from  order  to  administration.  Others  had 
a reasonable  order  to  administration  time,  but 
the  presentation  to  order  time  was  long.  Also, 
overall,  the  quality  of  the  documentation 
needed  improvement;  dates  and  times  of  the 
order  for  the  initial  antibiotic  and  the  order 
and  collection  of  lab  tests  were  frequently 
incomplete  or  missing.  Such  inadequate  data 
made  evaluating  the  various  treatment  steps 
more  difficult.  Improvement  plans  were 
requested  and  received  from  all  Pneumonia  I 
and  Pneumonia  II  hospitals.  All  plans  were 


implemented  except  for  one  Pneumonia  II 
hospital.  Although  each  plan  was  tailored  to 
the  hospital’s  specific  needs,  some  common 
themes  were  elicited.  Multidisciplinary 
involvement  including  physicians,  emergency 
room  personnel,  nursing,  pharmacy,  and  res- 
piratory therapy  was  beneficial  in  plan  devel- 
opment. Treatment  protocols  for  both  the 
emergency  room  and  patient  units  were 
employed.  Direct  educational  endeavors  for 
medical  staff  and  other  health  care  profes- 
sionals were  undertaken.  Several  hospitals 
indicated  that  this  project  prompted  evalua- 
tion of  the  overall  delivery  of  antibiotics,  and 
one  hospital  incorporated  all  patients  admit- 
ted with  any  infectious  process  into  its  plan. 

FOLLOW-UP 

In  August  1995,  CMR  began  requesting  fol- 
low-up medical  records  for  the  Pneumonia  I 
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Project.  Analysis  of  this  data  showed  that 
three  hospitals  decreased  their  median  time 
from  presentation  to  administration  of  the  ini- 
tial antibiotic  and,  therefore,  increased  the 
percentage  of  patients  receiving  an  antibiotic 
within  four  hours  from  presentation;  the  per- 
centages per  hospital  ranged  from  36.4  to 
79.3.  The  other  two  hospitals  continue  to 
evaluate  their  processes  of  care,  and  addition- 
al follow-up  is  planned.  Further  analysis  also 
showed  that  all  five  hospitals  had  decreased 
their  length  of  stay. 

In  April  1996,  CMR  began  requesting  fol- 
low-up medical  records  for  the  Pneumonia  II 
Project.  This  data  showed  that  six  hospitals 
decreased  their  average  time  from  presenta- 
tion to  administration  of  the  initial  antibiotic 
and,  therefore,  increased  the  percentage  of 
patients  receiving  an  antibiotic  within  four 
hours  from  presentation;  the  percentages  per 
hospital  ranged  from  48.3  to  77.8.  The  other 
hospital  continues  to  evaluate  its  processes  of 
care,  and  additional  follow-up  is  planned. 
Analysis  also  indicated  that  all  seven  hospi- 
tals had  decreased  their  length  of  stay. 

SUMMARY 

The  need  for  timely  and  efficient  treatment  is 
assuming  even  greater  significance,  with 
pneumonia  discharges  increasing  from  5,862 
in  1992  to  7,870  in  1994.  These  two  projects, 
involving  a total  of  13  hospitals,  evaluated 
the  timeliness  of  antibiotic  administration  for 
pneumonia  patients.  Baseline  data  revealed 


opportunities  for  improving  processes  of  care 
at  all  hospitals.  After  implementation  of 
improvement  plans,  the  majority  of  hospitals 
increased  the  percentage  of  patients  receiving 
antibiotics  within  four  hours  of  admission. 
This  evaluation  of  the  antibiotic  delivery  sys- 
tem can  also  be  adapted  to  other  diagnoses 
and  medications.  □ 
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HIGHLIGHTS  OF  THE  MAY  1-4  BOARD  OF  TRUSTEES  MEETINGS 


CME  Requirement:  Dr.  Ben  Pendarvis  updated  the  board 
about  the  State  Board  of  Medical  Examiners'  intention 
to  require  physicians  to  acquire  a certain  amount  of  hours 
of  CME  for  relicensure. 

Rad  Tech  Bill:  The  board  was  informed  of  a private  cor- 
poration set  up  in  South  Carolina  which  will  be 


responsible  for  issuing  certificates  to  x-ray  technicians 
who  work  for  physicians  who  don’t  have  an  A ART  cer- 
tificate. 

SCMA  Strategic  Plan : The  board  approved  the  SCMA 
developing  a strategic  plan.  A strategic  planning  com- 
mittee and  consultant  will  begin  meeting  this  summer.^ 


MEDICARE  UPDATE 


Medicare  EDI  Info  Available  on  Internet:  HCFA's  Stan- 
dards Setting  Unit  has  made  Electronic  Date  Interchange 
(EDI)  materials  available  on  the  Internet.  The  Internet  site 
includes  facts  about  Medicare  EDI,  advantages  of  using 
EDI,  news  and  updates.  Medicare  EDI  fomiate  descrip- 
tions, and  EDI  formats  for  downloading.  Instructions  for 
completing  the  UB-92  and  HCFA-1500  forms  are  also 
available.  The  site  may  be  accessed  at  http://www.hcfa. 
gov/medicare/edi/edihtm. 

Visual  Aid  Devices  Not  Covered:  A company  called 
Humanware  has  been  advertising  on  the  Internet  that 
Medicare  will  pay  for  Telesensor,  Aladdin,  or  Closed  Cir- 
cuit Television  Magnification  (CCTM),  a visual  aid 
device  for  the  visually  impaired.  However,  Medicare  has 
not  approved  this  device  and  it  is  not  covered. 

CCI  Indicators  Expand  Correct  Coding  Initiative: 
HCFA  has  expanded  the  Correct  Coding  Initiative  files 
to  include  the  “Correct  Coding  Initiative  edits  (CCI)  mod- 
ifier indicator”  for  the  mutually  exclusive  code  and  com- 
prehensive/component code  tables.  These  indicators 
determine  whether  the  CCI  modifiers  listed  below  may 
bypass  the  correct  coding  logic  installed  in  the  Medicare 


processing  system.  More  CCI  modifiers  may  be  added 
in  the  future.  The  CCI  modifiers  are: 

Modifier  Code  Modifier  Type 

58  Staged  Procedure  Modifier 

59  (formerly  GB)  Distinct  Procedure  Modifier 

El  - E4  Anatomic  (Eye)  Modifier 

FA,  FI  - F9  Anatomic  (Fingers)  Modifier 

TA.  T1  - T9  Anatomic  (Toes)  Modifier 

RT.  LT  Anatomic  (Right,  Left)  Modifier 

If  you  disagree  with  the  denial  of  a claim  based  on  the 
effect  of  a CCI  indicator  on  the  coding  combination  you 
submitted,  please  contact  in  writing : National  Correct 
Coding  Initiative,  AdminiStar  Federal,  Inc.,  PO  Box 
50469,  Indianapolis,  IN  46250-0469. 

National  Provider  Identifier  (NPI)  Delayed:  HCFA  is 
delaying  the  NPI  implementation  date  for  Medicare 
providers  beyond  the  December  1,  1997,  date  original- 
ly proposed.  All  providers  currently  enrolled  in  the 
Medicare  program  will  automatically  receive  their  NPIs. 
Palmetto  GB  A will  distribute  NPIs  to  provider  in  South 
Carolina.  Medicare  will  be  able  to  accept  only  NPIs  on 
claims  submitted  after  the  implementation  date.  T) 


PHYSICIANS  CARE  NETWORK  UPDATE 


The  Physicians  Care  Network  (PCN)  continues  to  grow.  PCN  now  has  41  contracted  groups  and  35,802  covered  lives. 
Provider  participation  also  continues  to  grow.  It  is  at  an  all-time  high  and  includes  4,368  physicians,  73  hospitals  and 
over  326  ancillary  providers. 

In  April,  PCN  distributed  over  one  million  risk  pool  dollars  to  participating  providers  which  was  withheld  during  the 
1995-’96  benefit  year.  In  addition  to  the  risk  pool  dollars,  there  was  an  additional  16  percent  in  bonus  money  collected 
from  participating  plans  as  a bonus  for  exceeding  the  projected  target  savings. 

If  you  have  questions  or  would  like  to  become  a participating  provider  with  PCN,  please  contact  Cindy  Osborn,  Man- 
ager, PCN  at  (803)  798-6207 , extension  257  or  statewide  at  1-800-327-1021 . You  can  also  send  her  an  e-mail  mes- 
sage to  cindy@scmanet.org.  □ 


HIGHLIGHTS  OF  THE  SCMA  ANNUAL  MEETING 

MAY  1-4, 1997 

Following  are  the  results  of  the  elections  w 
All  elections  were  by  affirmation. 

hich  took  place  during  the  House  of  Delegates  on  Friday,  May  2,  1997. 

President-Elect: 

Stephen  A.  Imbeau,  MD,  Florence 

Secretary: 

William  H.  Hester,  MD,  Florence 

Treasurer: 

J.  Capers  Hiott,  MD,  Sumter 

Speaker  of  the  House: 

Roger  A.  Gaddy,  MD,  Winnsboro 

Vice  Speaker  of  the  House: 

Robert  M.  Sade,.  MD,  Charleston 

Trustee,  District  1 (Metropolitan): 

Richard  E.  Ulmer,  MD,  Charleston 

Trustee,  District  1: 

Oswald  J.  Mikell,  MD,  Beaufort 

Trustee,  District  3: 

John  Funke,  III,  MD,  Greenwood 

Trustee,  Districts: 

R.  Duren  Johnson,  Jr.,  MD,  Lancaster 

Trustee,  District  7: 

Gerald  E.  Harmon,  MD,  Georgetown 

Trustee,  District  9: 

Michael  W.  Holmes,  MD,  Spartanburg 

AM  A Delegates: 

J.  Chris  Hawk,  III,  MD,  Charleston 
Roger  A.  Gaddy,  MD,  Winnsboro 

AM  A Alternate  Delegates: 

John  W.  Simmons,  MD,  Spartanburg 
Stephen  A.  Imbeau,  MD,  Florence 

March  Seabrook,  MD,  of  Columbia  was  elected  on  Sunday  morning  as  the  Young  Physicians  Section  representa- 

tive  to  the  Board  of  Trustees. 

The  following  positions  were  elected  at  the  Board  of  Trustees  reorganization  meeting  on  Sunday,  May  4, 1997: 

Chairman  of  the  Board: 

Richard  E.  Ulmer,  MD,  Charleston 

Vice  Chairman  of  the  Board: 

R.  Duren  Johnson,  MD,  Lancaster 

Executive  Committee  Member- at-Large:  Boyce  Tollison,  MD,  Easley 

Clerk: 

March  Seabrook,  MD,  Columbia 

Announcements:  SOCPAC  received  two  awards  from  AMPAC.  A first  place  award  for  the  highest  percentage  of 
sustained  members  and  special  recognition  for  achieving  the  AMPAC  membership  goal  were  presented  to  SOCPAC. 
Montiie  Singleton,  MD,  was  appointed  to  the  SCIMER  board. 

(continued  on  next  page ) 
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HIGHLIGHTS  (continued) 
RESOLUTIONS 


Good  Samaritan  Legislation  for  Hospital-Based  Physicians  was  adopted  as  amended.  It  calls  for  the  SCMA  to  explore 
legislation  to  amend  the  Good  Samaritan  Law  to  include  the  same  exemptions  from  liability  for  hospital-based  physi- 
cians and  for  the  Board  of  Trustees  to  petition  the  physician  members  of  the  Joint  Underwriters  Association  (JUA) 
board  to  review  and  report  back  to  the  SCMA  board  the  reasoning  that  formed  the  basis  of  opinion  regarding  emer- 
gency physicians  who  respond  to  emergencies  within  their  hospitals. 

Recognition  of  Ms.  Joy  Drennen  was  adopted  as  amended.  It  calls  for  recognition,  in  the  form  of  a plaque,  to  be  pre- 
sented to  Ms.  Joy  Drennen  for  her  years  of  service. 

Elimination  of  Physician  Indemnification  of  Managed  Care  Entities  was  adopted  as  amended.  The  resolution  calls 
for  the  SCMA  to  draft  and  continue  to  support  at  level  A state  legislation  which  prevents  managed  care  entities  from 
passing  liability  to  the  physician  for  acts  of  the  managed  care  entity  itself  or  for  the  administrative  functions  request- 
ed or  required  of  the  participating  physician.  The  resolution  also  calls  for  the  SCMA  to  publicize  its  opposition  to  such 
contract  language. 

Establishment  of  a Single  Uniform  Managed  Care  Referral  Form  was  adopted  as  amended.  It  calls  for  the  SCMA  to 
work  to  establish  a single  referral  authorization  form  which  would  be  used  by  all  managed  care  entities. 

Availability  of  Twenty-Four  Hour  Access  for  Pre-Certification  and  Information  on  Member  Eligibility  was  referred 
to  the  Board  of  Trustees  for  a decision.  The  resolution  calls  for  the  SCMA  to  introduce  state  legislation  requiring  all 
managed  care  entities  to  provide  24-hour  telephone  access  to  current  valid  information  and  authorizations  and  that 
the  SCMA  seek  support  of  hospitals  and  other  organizations  with  similar  interests  in  pursing  such  legislation. 

Restriction  of  Access  to  Special  Purpose  Identification  Numbers  was  adopted  as  amended.  It  calls  for  the  SCMA  to 
encourage  the  AMA  to  introduce  national  legislation  which  advocates  the  use  of  general  physician  identification  num- 
bers such  as  Uniform  Physician  Identification  Numbers. 

Patient  Referrals  was  referred  to  the  SCMA  Board  of  Trustees  for  a decision.  The  resolution  calls  for  the  SCMA  to 
introduce  or  support  legislation  concerning  closed-panel  HMOs  utilizing  primary  care  physicians  as  the  required  point 
of  first  contact  for  patients,  allowing  a primary  care  physician  to  diagnose  a medical  problem  and  make  a referral  to 
a specialist  and  the  patient  allowed  to  see  the  specialist  to  whom  the  patient  is  referred  without  further  referral. 

Prohibiting  Penalties  for  Physician’s  Proper  Prescription  Performance  was  adopted  as  amended  being  referred  back 
to  the  SCMA  Board  of  Trustees  for  a decision.  It  calls  for  the  SCMA  to  work  toward  a solution  with  managed  health 
care  plans  which  would  not  correlate  physicians’  compensation  or  impose  other  penalties  for  prescribing  practices. 

Managed  Care  Initiative  was  adopted  as  amended.  The  resolution  calls  for  the  SCMA  Board  of  Trustees  to  explore 
the  feasibility  of  the  oversight  and  review  of  all  managed  care  activities  in  the  state  and  disseminate  information  on 
the  quality,  business  practices,  patient  abuse,  patient  satisfaction,  and  level  of  bureaucratic  complexity. 

South  Carolina  Society  of  the  American  Association  of  Medical  Assistants  was  adopted.  This  resolution  recognizes 
their  50th  anniversary. 

In  lieu  of  two  SCMA  Direct  Membership  resolutions,  a substitute  resolution  was  adopted  which  declares  a three-year 
moratorium  on  the  issue  of  membership  and  that  a Federation  Coordination  Team  (FCT)  be  established  on  the  state 
level  by  the  Board  of  Trustees  with  the  same  focus  as  the  FCT  appointed  by  the  AMA.  □ 
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CAPSULES 

William  F.  Mahon , Chief  Executive  Officer,  SCMA,  has  been  elected  chairman  of  the  board  of  the  Rural  Physician 
Board.  The  Rural  Physician  Board  is  appointed  by  the  South  Carolina  Legislature  and  provides  the  oversight  for  28 
programs  that  comprise  the  programmatic  efforts  of  its  mission  which  is  to  improve  the  availability,  distribution, 
and  quality  of  health  care  in  South  Carolina  through  the  acquisition,  placement,  support,  and  retention  of  health  care 
professionals.  As  chairman  of  the  board,  Mr.  Mahon  will  also  serve  on  the  Statewide  AHEC’s  Deans  Council. 

Dr.  Joseph  Taber , Director  of  the  Muscular  Dystrophy  Association  clinic  at  Richland  Medical  Park  in  Columbia, 
has  been  identified  among  “America’s  Best  Doctors”  in  a prestigious  nationwide  guide.  He  is  listed  for  his  exper- 
tise in  neurology  in  the  guide  which  is  annually  prepared  by  Worldwide  Medical  Information  Services  and  published 
by  Woodward/White,  Inc. 


SCMA  WORKSHOPS 

Workers’  Compensation  Update 

Gary  Thibault  and  Christy  Ellis  of  the  Workers’  Compensation  Commission  will  be  presenting  an  overview  of 
Workers’  Compensation,  updating  you  on  the  recent  administrative  and  legislative  changes.  They  will  discuss 
medical  issues,  including  recent  developments,  medical  billing,  and  the  updating  of  the  medical  provider  fee 
schedule.  Register  by  May,  28,  1997.  The  workshop  will  be  held  9:00  a.m. — 12:00  p.m.  in  Greenville  in  June  12, 
1997. 


Team  Development  and  Motivation 

Not  just  a collection  of  isolated  procedures  and  techniques,  this  workshop  will  provide  you  with  a thorough,  state- 
of-the-art  appreciation  for  team  building  and  staff  motivation.  Given  the  chance,  your  staff  very  likely  has  the 
ability  and  responsibility  to  perform,  produce,  and  contribute  positively  to  your  organization.  They  simply  need 
team  spirit,  and  to  be  motivated  to  accomplish  your  organization’s  goals.  The  Remedi  Group  will  help  you  build 
an  organization  of  high  performers.  Register  by  June  11 , 1997.  The  workshop  will  be  held  9:00  a.m. — 12:00  p.m. 
in  Columbia  on  June  25,  1997.  □ 


SCMA  PRACTICE  MANAGEMENT  SERVICES,  INC.  UPDATE 

SCMA  Practice  Management  Services  Inc.  (SCMA  PMSI)  is  pleased  to  announce  an  expansion  of  the  practice  man- 
agement services  it  offers  to  physicians.  In  partnership  with  Elliott,  Davis  and  Company,  L.L.P.,  SCMA  PMSI  can 
now  provide  your  practice  with  an  array  of  financial  consulting  services — all  designed  to  insure  that  you  are  oper- 
ating efficiently  and  productively.  These  services  include  the  following: 

• Evaluation  of  coding  practices  and  procedures 

• Review  of  internal  financial  controls 

• Development  of  revenue  enhancement  strategies 

• Analysis  of  practice  overhead 

• Evaluation  of  accounts  receivable  and  collections  policies 

For  more  information  about  any  of  SCMA  PMSTs  services,  call  Stephen  Seeling  at  (803)  798-6207 , ext.  260  or  1- 
800-327-1021  statewide.  You  can  also  send  him  an  e-mail  message  to  stephen@scmanet.org. 
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TRANSURETHRAL  RESECTION  OF  THE 
PROSTATE* 

NELSON  GUNTER,  M.  D.** 

YOUJIE  HUANG,  M.  D.,  Dr.  P.  H. 

SHARON  EUBANKS,  R.  N. 

MS.  PAULA  ODOM 


BACKGROUND 

Transurethral  resection  of  the  prostate 
(TURP)  is  a commonly  performed  surgical 
procedure,1  especially  in  men  age  65  and 
older.  More  than  5,000  TURP  procedures 
were  performed  in  South  Carolina  from  Jan- 
uary 1990  to  September  1993.  Although 
pharmacological  treatment  of  prostatic  hyper- 
trophy is  gaining  in  prominence,  the  number 
of  Medicare  TURP  procedures  is  still  signifi- 
cant with  1,715  performed  in  1994  and  1,271 
in  1995.  Costs  related  to  TURP  procedures 
are  also  significant.  The  average  hospital 
charge  per  TURP  (by  physician)  varied  from 
$3,500  to  $12,204,  and  the  total  medical  bill 
was  more  than  $30  million  in  South  Carolina 
from  January  1990  to  September  1993.  The 
expenditure  depends  on  many  factors.  One 
way  to  reduce  the  expenditure  for  TURP  pro- 
cedures, as  previously  published  studies 
pointed  out,  is  to  decrease  the  patient’s  length 
of  stay  (LOS).2 

Review  of  medical  records  indicated  that 
significant  variation  in  the  length  of  stay 
existed  in  TURP  patients  in  South  Carolina. 
Although  some  studies  suggest  that  either 
patient  characteristics  or  provider  service  pat- 
tern may  affect  LOS,3-4  no  information  on  spe- 
cific factors  is  available.  The  purpose  of  this 
project  was  to  identify  potential  factors  that 
may  be  associated  with  length  of  stay  among 
TURP  patients  in  South  Carolina. 


*From  the  Carolina  Medical  Reviewsm  Project  Team, 
101  Executive  Center  Drive,  Suite  123,  Columbia,  SC 
29210. 

** Address  correspondence  to  Dr.  Gunter,  Principal 
Clinical  Coordinator,  Carolina  Medical  Reviewsm,  101 
Executive  Center  Drive,  Suite  123,  Columbia,  SC  29210. 


METHODS 

A study  group,  including  officers  of  the  South 
Carolina  Urological  Association,  was  instru- 
mental in  the  development  of  the  study 
design.  The  study  group  reviewed  pertinent 
literature  and  helped  develop  the  data  collec- 
tion tool  used  to  abstract  the  medical  records. 

Ninety-nine  severity  adjusted  cases  were 
sampled  from  Medicare  patients  with  a TURP 
procedure.  These  cases  either  had  a longer 
LOS  or  a shorter  LOS  compared  to  the  South 
Carolina  average.  Three  cases  were  excluded 
because  of  the  patient  being  admitted  by  a 
physician  other  than  a urologist.  Therefore, 
the  total  number  of  cases  used  in  analysis  was 
96.  The  medical  records  of  these  subjects 
were  reviewed  and  abstracted  for  this  study. 


VARIABLES 

Patient  Demographics  Included: 

• Age 

• Admitting  Diagnosis 

• Number  of  Existing  Comorbid  Conditions 

• Pathology  Report 

• Unsuspected  Cancer  Identified 

• Number  of  Postoperative  Complications 

• Hospital  Peer  Group 

Other  Elements  Included: 

• Length  of  Stay  Prior  to  Surgery 

• Transfusion 

• Amount  of  Tissue  Removed 

• Antibiotic  Use 

• Length  of  Anesthesia 

• Length  of  Surgery 

• Post  Anesthesia  Care  Unit  (PACU)  Time 

• Days  of  Preoperative  Catheter  Use 

• Days  of  Postoperative  Catheter  Use 

• Days  of  Continuous  Bladder  Irrigation  Use 

• Other  Procedures  Performed 
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ANALYSES 

The  relationship  between  length  of  stay  and 
the  abstracted  variables  was  assessed  by  uni- 
variate analysis.  The  variables  with  a p- value 
less  than  0.3  were  further  analyzed.  Multi- 
variate regression  models  were  built  by  using 
a stepwise  procedure  to  identify  major  con- 
tributors to  LOS.  The  major  determinants  of 
LOS  were  then  analyzed  using  regression  and 
analysis  of  covariance.  Correlation  analysis 


was  used  to  examine  the  pattern  among  the 
physicians. 

RESULTS 

The  average  length  of  stay  for  the  96  cases 
was  four  days,  with  a range  of  one  to  16  days. 
This  average  was  similar  to  that  of  34  South 
Carolina  hospitals  from  January  1990  to 
September  1993  (4.68  days). 

Univariate  analysis  showed  that  several 


BASIC  CHARACTERISTICS 

Average  Age  (years) 

72.7 

Average  Number  of  Comorbid  Conditions 

2.2 

Average  Number  of  Postoperative  Complications 

0.1 

Transfusion  (%) 

5.2 

Unsuspected  Cancer  Identified  (%) 

14.6 

Other  Procedures  Performed  (%) 

15.6 

Admitting  diagnosis 

Cancer  (%) 

10.4 

Prostatic  Hyperplasia  (%) 

80.2 

Other  (%) 

9.4 

Pathology  Report 

Cancer  (%) 

22.2 

Prostatic  Hyperplasia  (%) 

72.7 

Other  (%) 

5.1 

Antibiotic  Use 

Prior  to  Admission  (%) 

7.3 

Preoperatively  (%) 

55.2 

Postoperatively  (%) 

94.8 

Preoperative  Antibiotic  Started 

None (%) 

44.8 

Day  of  Surgery  (%) 

50.0 

1 Day  Preoperatively  (%) 

2.1 

> 1 Day  Preoperatively  (%) 

3.1 

Average  Time  of  Anesthesia  (minutes) 

81.6 

Average  Time  of  Operation  (minutes) 

50.6 

Average  Amount  of  Tissue  Removed  (grams) 

19.9 

Average  PACU  Time  (minutes) 

71.7 

Average  Days  of  Continuous  Bladder  Irrigation  Use 

1.4 

Average  Length  of  Preoperative  Catheter  Use  (days) 

1.9 

Average  Length  of  Postoperative  Catheter  Use  (days) 

2.6 

Average  LOS  Prior  to  Surgery  (days) 

0.3 

Average  LOS  (days) 

4.0 
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variables  including  age,  admitting  diagnosis, 
pathology  report,  day  of  surgery,  amount  of 
tissue  removed,  length  of  anesthesia,  and 
length  of  surgery  were  not  related  to  LOS  (p  > 
0.3).  Therefore,  these  variables  were  dropped 
from  further  analysis. 

The  final  multiple  regression  model  using 
LOS  as  the  dependent  variable  included  hos- 
pital peer  group,  length  of  stay  prior  to 
surgery,  length  of  postoperative  catheter  use, 
and  PACU  time.  This  model  explained  71 
percent  of  the  variation  in  LOS.  Length  of 
stay  prior  to  surgery  and  length  of  postopera- 
tive catheter  use  were  the  most  important 
variables  in  explaining  the  variation. 

Analysis  showed  that  length  of  postopera- 
tive catheter  use  and  the  length  of  stay  prior 
to  surgery  (the  most  important  determinants 
of  LOS)  were  both  associated  with  the  physi- 
cian. Correlation  analysis  was  performed  to 
examine  the  correlation  among  length  of  stay, 
hospital  stay  prior  to  surgery,  and  postopera- 
tive catheter  use  for  the  physicians.  The 
physicians  whose  patients  had  a longer  LOS 
tended  to  have  a longer  length  of  stay  prior  to 
surgery  and  a longer  length  of  postoperative 
catheter  use. 

DISCUSSION 

This  project  examined  the  relationship 
between  length  of  stay  and  other  factors  asso- 
ciated with  TURP  procedures  in  South  Car- 
olina patients.  Variation  in  length  of  stay 
could  be  determined  by  length  of  hospital 
stay  prior  to  surgery,  length  of  postoperative 
catheter  use,  and  hospital  peer  group.  Analy- 
sis indicated  that  40  percent  of  the  variation 
in  LOS  was  associated  with  length  of  stay 
prior  to  surgery;  this  suggests  that  efforts  to 
reduce  length  of  stay  prior  to  surgery  may  be 
an  important  approach  to  reducing  overall 
LOS. 

Both  length  of  stay  prior  to  surgery  and 
postoperative  catheter  use  were  determined 
by  the  physician.  A change  in  the  practice 
patterns  of  some  physicians  may  decrease  the 
length  of  stay  prior  to  surgery  and  the  length 
of  postoperative  catheter  use.  Hospital  peer 


group  was  found  to  be  a determinant  of 
length  of  postoperative  catheter  use;  however, 
when  the  variable  of  physician  was  intro- 
duced into  the  model,  it  was  no  longer  signif- 
icant. 

The  correlation  analysis  showed  that  the 
physicians  whose  patients  had  the  longer 
lengths  of  stay  were  likely  the  same  physi- 
cians whose  patients  had  longer  hospital  stays 
prior  to  surgery  and/or  longer  lengths  of  post- 
operative catheter  use.  This  suggests  that 
physician  practice  patterns  are  the  driving 
force  in  length  of  stay. 

The  results  of  this  study  were  presented  at 
the  Annual  Meeting  of  the  South  Carolina 
Urological  Association  in  September  1994. 
Confidential  physician  specific  data  [supplied 
by  the  Office  of  Research  and  Statistics 
(ORS)]  was  distributed  to  the  physicians  in 
attendance  and  mailed  to  the  others.  Physi- 
cians were  asked  to  assess  their  practice  pat- 
terns using  the  project  findings.  Follow-up 
data  from  ORS  has  revealed  a significant  and 
sustained  reduction  in  average  length  of  stay 
and  an  increase  in  the  percentage  of  patients 
staying  three  days  or  less.  Evaluation  of  addi- 
tional medical  records  indicated  this  was  not 
secondary  to  an  increase  in  laser  TURPs.  It  is 
hoped  this  type  of  collaborative  effort  can  be 
replicated  to  positively  impact  other  clinical 
issues.  □ 
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"Be  part  of  a world-class  operation 
And  lose  the  residency  blues. " 
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hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 


CALL  TODAY! 
(803)566-4910 

AIR  FORCE  RESERVE 


A GREAT  WAY  TO  SERVE 


25-701-0004 


Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 
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Editorials 

Guest  editorials  reflect  the  opinions  of  the  authors  and  do  not  necessarily  represent  the  opinions 
of  the  officers  and  trustees  of  the  South  Carolina  Medical  Association. 

— CSB 

OUTCOMES  ASSESSMENT— A SURGICAL  PERSPECTIVE 


The  results  reported  by  Carolina  Medical 
Reviewsm  (CMR)  attempt  to  report  specific 
and  measurable  outcome  criteria  which  have 
importance  to  physicians,  hospital  adminis- 
trators, insurers,  managed  care  organizations, 
and  policy  planners.  The  “buzz  word”  today 
is  “outcomes  assessment”  and  certainly  these 
concepts  are  important  to  all  of  us  performing 
surgical  procedures  and  rendering  surgical 
care.  It  has  been  my  pleasure  to  work  with 
CMR  and  Dr.  Nelson  Gunter  in  the  planning 
and  evaluation  of  studies  regarding  prophy- 
lactic antibiotics  in  surgery  and  colonoscopy 
criteria  and  performance.  The  results  of  the 
Prophylactic  Antibiotic  Project  clearly  show 
potential  impact  of  reviewing  even  limited 
criteria  relating  to  the  timing  of  prophylactic 
antibiotic  administration  in  three  specific  sur- 
gical settings. 

Surgeons  recognize  that  antibiotics  (to  be 
effective)  have  to  reach  appropriate  tissue 
concentration  commensurate  with  making  the 
initial  incision.  Several  years  ago,  I recog- 
nized that  the  usual  order  of  administering 
antibiotics  “on  call”  to  the  operating  room 
was  similar  to  achieving  a positive  cash  flow 
in  Las  Vegas!  Over  the  years,  I have  tried  to 
persuade  our  surgical  residents  that  the  best 
approach  to  antibiotic  administration  is  to  ask 
our  anesthesia  colleagues  to  administer  the 
drug  in  the  pre-operative  holding  area  or  in 
the  operating  room  itself.  The  results  of  the 
Prophylactic  Antibiotic  Project  have  given 


the  added  ammunition  to  continue  this  prac- 
tice whether  patients  fall  into  the  Medicare 
age  group  or  not. 

One  could  argue  whether  prophylactic 
antibiotics  are  universally  indicated  for  “rou- 
tine” elective  cholecystectomy.  Since  I am  a 
“believer,”  I am  pleased  that  CMR  included 
cholecystectomy  in  this  review  and  suspect 
that  most  of  my  surgical  colleagues  in  South 
Carolina  agree  with  coverage  in  this  setting.  I 
am  dismayed  to  find  in  the  published  CMR 
report  that  timing  of  drug  administration  was 
deficient  in  at  least  one-half  of  the  operative 
interventions  assessed.  This  data  should  be 
disseminated  to  all  of  our  surgical  colleagues 
and  hopefully  may  lead  to  other  outcome 
studies  of  surgical  relevance. 

Carolina  Medical  Reviewsm  has  performed 
a real  service  for  physicians  in  South  Caroli- 
na, especially  in  their  effort  to  include  us  in 
all  facets  of  these  studies.  This  is  an  excellent 
partnership  which  should  be  fostered  in  other 
evaluations.  We  can  repay  the  cooperative 
effort  by  utilizing  this  data  in  our  daily 
patient  management  and  by  disseminating 
these  results  to  our  colleagues  in  the  health 
care  team.  Kudos  to  Nelson  Gunter  and 
CMR! 

Frederick  L.  Greene,  M.  D. 

Two  Medical  Park  Road 

Suite  402 

Columbia,  SC  29203 
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COMPARATIVE  INFORMATION:  ANOTHER  TOOL  IN  THE 
PHYSICIAN’S  BLACK  BAG 


For  the  past  five  years,  some  exciting  part- 
nerships have  been  formed  which  have  result- 
ed in  the  development  of  user-friendly  reports 
to  aid  the  practitioner  in  analyzing  his/her 
patient  treatment  and  outcomes  in  compari- 
son with  other  practitioners  treating  similar 
types  of  patients.  This  type  of  information  has 
been  available  to  other  entities,  such  as  insur- 
ers from  their  own  data  bases.  Now,  with  the 
completion  of  these  reports,  physicians  may 
arm  themselves  with  even  more  comprehen- 
sive data  (because  the  data  system  includes 
all  patients,  not  just  those  of  one  insurer)  for 
purposes  of  improving  efficiency  or  negotiat- 
ing with  payer  organizations. 

This  work  had  its  beginnings  with  the  Joint 
South  Carolina  Hospital  Association/South 
Carolina  Medical  Association  Vice  Presidents 
of  Medical  Affairs  Council  and  the  South 
Carolina  Hospital  Association  Utilization 
Management  Task  Force  joining  forces  with 
the  Office  of  Research  and  Statistics  (ORS). 
Beginning  with  inpatient  medical  record  and 
billing  data  reported  to  the  ORS  by  hospitals, 
these  groups  systematically  began  to  identify 
aspects  of  inpatient  treatment  which  could  be 
gleaned  from  the  data  reported.  These  includ- 
ed average  length  of  stay,  charges  (total  and 
by  revenue  center),  pre-  and  post-surgical 
days,  observation  days,  in-hospital  mortality, 
and  patient  discharge  destination.  Of 
paramount  importance  to  these  panels  was  to 
find  means  of  adjusting  for  severity  so  that 
the  physician  could  be  assured  that  apples 
and  apples  were  being  compared.  A study 
was  made  of  existing  severity  adjustment 
software,  and  the  3M  All  Patient  Refined 
DRG  system  was  selected.  Studies  have 
found  it  to  be  the  best  predictor  of  resource 
consumption  and  mortality  among  the  many 
products  available. 

A final  requirement  of  the  panels  was  that 
no  information  about  a specific  physician  be 
released  to  any  other  entity  (except  the  hospi- 


tal where  the  physician  hospitalizes)  and  that 
the  data  be  used  in  an  educational  setting  to 
foster  practice  improvement.  The  reports  and 
graphs  developed  were  done  in  such  a way 
that  a physician  gets  a clear  picture  of  where 
he/she  stands  on  the  continuum  but  without 
identifying  any  other  physician. 

From  this  initial  work,  expanded  partner- 
ships have  formed  to  include  the  South  Car- 
olina Medical  Association,  the  specialty  soci- 
eties, Carolina  Medical  Reviewsm,  and  ORS. 
With  this  coalition,  South  Carolina  physicians 
get  the  benefit  of  solid  analysis  using  the 
strengths  of  ORS  as  a neutral  statistical  entity 
and  detailed  research  through  special  studies 
based  on  clinical  record  review  by  Carolina 
Medical  Reviewsm.  Both  of  these  are  under- 
girded with  strong  medical  input  provided  by 
the  South  Carolina  Medical  Association  and 
the  specialty  societies  and  with  the  South 
Carolina  Medical  Association  being  the  entity 


APDRG  #336  - TRANSURETHRAL  PROSTATECTOMY 
SEVERITY:  MINOR  CC 

Average 

Stay 


3000  4000  5000  6000  7000  8000  9000 

Average  Charge 
* TRAPPER  JOHN 

Each  circle  indicates  a physician  with  circle  size  based  on  number  of  discharges. 

Horizons!  line  is  S.C  average  stay  and  vertical  line  is  S.C.  average  charge. 
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to  assist  in  the  distribution  of  research  and 
educational  data  to  physicians. 

Thus  far,  our  efforts  have  focused  on  inpa- 
tient data,  but  recently  the  data  system  has 
been  enhanced  by  adding  emergency  room 
visits  and  outpatient  survey  episodes.  The 
ORS  will  continue  to  use  the  partnerships 
described  to  expand  analysis  for  physicians 
that  will  include  these  important  additions. 

The  activities  described  above  demonstrate 
the  importance  of  partnering  in  achieving  out- 
standing products.  From  our  beginnings  in 
the  early  1970s,  we  have  valued  our  strong 
relationship  with  the  South  Carolina  Medical 
Association.  Now,  more  than  ever,  we  see  the 
fruits  of  this  relationship  in  the  availability  of 
information  that  will  strongly  support  physi- 
cians as  they  prepare  for  a changing  health 


care  delivery  environment. 

The  previous  page  includes  examples  of 
graphic  displays  that  are  possible  using  data 
discussed  above.  They  depict  variation  on 
length  of  stay  and  charges  and  variation  in 
charges  at  the  revenue  center  level  for 
transurethral  prostatectomy,  a cooperative 
project  presented  elsewhere  in  The  Journal. 

Walter  R Bailey 
Elizabeth  H.  Corley 
Office  of  Research  and  Statistics 
South  Carolina  Budget  and 
Control  Board 
Rembert  C.  Dennis  Building 
1000  Assembly  Street,  Suite  425 
Columbia,  SC  29201 
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A CHANGE  OF  DIRECTION  FOR  PROS 


As  was  the  case  of  many  South  Carolina 
physicians  several  years  ago,  I became  exas- 
perated by  the  Professional  Standards  Review 
Organization’s  (PSRO)  nonsensical  decisions 
when  they  received  my  Medicare  patients’ 
charts.  Consequently,  when  reviewers  were 
requested,  I volunteered  to  become  one,  pri- 
marily in  self  defense.  I wanted  to  learn  how 
the  system  worked  in  order  to  deal  with  it 
better.  My  association  with  Medical  Review 
of  North  Carolina,  Inc.  (MRNC)  began  as  a 
reviewer.  Then,  I became  a quality  panel 
member  and  was  elected  to  the  Board  of 
Directors  as  a South  Carolina  representative. 

Initially,  my  attitude  as  a board  member 
was  diffident,  to  put  it  kindly,  but  to  my  sur- 
prise, I soon  learned  that  the  organization  was 
composed  of  physicians,  non-physicians,  and 
staff,  all  of  whom  were  attempting  to  make 
sense  out  of  governmental  directives  in  order 
to  help  physicians  practice  medicine  better. 

As  a result  of  physician  pressure  and  Amer- 
ican Medical  Association  (AMA)  lobbying, 
semipunitive  individual  chart  review  was 
abolished  and  the  Peer  Review  Organization 
(PRO)  was  “defanged.”  It  even  seemed  possi- 


ble that  the  system  would  be  abolished. 

The  “fourth  scope  of  work”  initially  was 
confusing  and  seemed  to  lack  direction.  Indi- 
vidual chart  review  virtually  ceased,  but  noth- 
ing constructive  took  its  place.  Cooperative 
ventures  with  hospitals  were  suggested,  but 
the  concept  of  a “friendly  PRO”  seemed 
highly  unlikely.  However,  when  Nelson 
Gunter,  M.  D.,  Principal  Clinical  Coordinator, 
and  Blake  Williams,  Director  of  Operations, 
Carolina  Medical  Reviewsm,  began  to  visit 
hospitals  and  explain  the  new  approach  and 
produced  impressive  results,  beginning  with 
the  study  on  prostate  surgery,  it  became  clear 
that  this  information  could  be  very  useful  to 
the  practicing  physician. 

This  metamorphosis  has  been  remarkable, 
and  I am  proud  to  say  that  South  Carolina  has 
led  the  way.  I believe  that  the  information  in 
this  issue  of  The  Journal  will  be  ample  proof 
of  this. 

Richard  E.  Ulmer,  M.  D. 

12-E  Farmfield  Avenue 

Charleston,  SC  29407 
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On  we  Cover: 


CONGRATULATIONS  TO  THE  GOLDEN  GRADUATES! 
MEDICAL  COLLEGE  OF  THE  STATE  OF  SOUTH  CAROLINA 
CLASS  OF  1947 


In  addition  to  that  very  important  event  of  the 
year — graduation  from  medical  school— some 
other  things  that  happened  in  1947  were: 
Margaret  Truman  made  her  musical  debut 
with  the  Detroit  Symphony  Orchestra,  Edwin 
Land  announced  the  invention  of  a camera 
that  develops  and  prints  a picture  in  one 
minute,  the  discovery  of  the  anticoagulant 
heparin  was  reported,  New  York  beat  Brook- 
lyn for  the  World  Series  title,  and  Thor  Hey- 
erdal  started  on  his  trip  from  Peru  to  Tahiti  on 
the  raft,  Kon  Tiki. 

Fifty  years  ago  the  average  annual  salary 
was  $2,589,  and  the  average  physicians’ 
salary  was  $10,700  a year.  A three-course 
dinner  at  the  Copacabana  in  New  York  cost 


$2.50,  and  a Broadway  theater  ticket  ran 
between  $1.20  and  $4.30. 

The  Academy  Award  for  best  picture  went 
to  Gentleman ’s  Agreement  starring  Gregory 
Peck,  Dorothy  McGuire,  and  John  Garfield. 
Best  actress  award  went  to  Loretta  Young  for 
her  role  in  The  Fanner's  Daughter. 

James  A.  Michener’s  Tales  of  the  South 
Pacific  won  the  Pulitzer  Prize  for  fiction. 
The  Nobel  Prize  in  physiology  and  medicine 
was  awarded  to  Carl  F.  and  Gerty  Cori  for  the 
discovery  of  the  catalytic  metabolism  of 
glycogen. 

Jane  Brown,  Curator 
Waring  Historical  Library 
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Alliance  Page 

PRESIDENT’S  ADDRESS  TO  THE  SOUTH  CAROLINA  MEDICAL 
ASSOCIATION  ALLIANCE  HOUSE  OF  DELEGATES 

May  1, 1997 

Following  in  the  footsteps  of  the  wonderful  presidents  that  have  preceded  me  will  be  no  easy 
task.  They  have  set  high  standards  and  expectations  that  I will  strive  to  honor  and  promote  in  all 
our  endeavors.  My  message  to  you  this  year  is  teamwork;  teamwork  in  our  struggle  to  keep  the 
alliance  alive  and  well.  The  alliance  team  needs  you  and  all  physicians’  spouses  to  be  active 
participants.  Membership  is  weak.  Enthusiasm  is  waning.  Commitment  is  wavering.  But  our 
quality  is  unquestionable.  We  continue  to  promote  the  alliance  and  serve  our  communities. 

During  this  time  of  managed  care,  the  physician  team  is  in  jeopardy.  Physicians  are  divided 
territorially,  financially,  and  emotionally.  We  must  not  let  this  divide  us.  Let  us  continue  to  be  the 
support  for  our  physicians.  Let  not  this  deter  our  community  commitment.  Let  not  adversity 
divide  us  but  rather  unite  and  strengthen  our  care  and  concerns. 

The  great  coach,  Vincent  Lombardi  once  said,  “The  achievements  of  an  organization  are  the 
result  of  the  combined  effort  of  each  individual.”  We  are  all  individuals  with  unique  abilities  and 
talents  that  can  be  harnessed  together  to  make  a strong  and  powerful  alliance.  Yes,  an  alliance, 
defined  as  persons,  parties  or  states  bonded  together  for  a common  purpose  or  associated 
interests.  This  is  the  title  we  have  come  together  under.  And  know  that  diversity  is  strength;  we 
need  to  draw  upon  our  own  diverse  backgrounds  to  support  each  other.  We  did  not  all  come  over 
on  the  same  ship,  but  we  are  all  in  the  same  boat. 

From  the  day  you  married,  you  became  an  equal  member  of  a team.  A team  of  two.  That  union 
would  forever  change  the  way  you  would  view  every  aspect  of  life,  family,  and  community.  Our 
marriage  teams  are  unique  in  a very  special  way.  They  include  the  practice  of  medicine,  which 
gives  us,  here  today,  a special  bond  to  each  other.  We  have  the  opportunity  to  assist  and  influence 
the  light  in  which  the  public  views  our  medical  spouses.  You  and  I are  the  ones  best  suited  to 
accomplish  this  goal  of  good  public  relations.  Because  if  we  do  not  believe  in  our  spouses  and 
support  their  efforts,  why  should  any  one  else? 

Being  part  of  the  alliance  team  gives  you  the  opportunity  to  share  the  blessings  of  your  life. 
Our  community  health  projects,  scholarship  programs,  and  fundraisers  for  medical  education  and 
health  related  charities  help  thousands.  Be  proud  of  yourselves  for  all  you  do.  Know  that  I am 
proud  to  be  part  of  this  team,  this  alliance.  And  know  that  I am  thankful  for  this  opportunity  to 
serve  you  and  thankful  for  your  confidence  in  me  to  hold  this  prestigious  position. 

Commitment  and  dedication  are  not  learned  overnight,  but  a process  that  is  developed  with  the 
help  of  others  supporting,  nurturing,  and  encouraging  us  to  be  the  best  that  we  can  be.  I know  the 
commitment  you  have  to  that  union  of  physician  and  spouse.  I see  the  commitment  you  have  to 
the  alliance  team.  I feel  we  are  the  ones  with  commitment  and  responsibility  to  inspire  other 
physician  spouses  into  action. 
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We  have  many  programs  and  projects  for  the  coming  year.  Our  health  promotion  activities  will 
continue  with  the  national  focus,  Stop  America’s  Violence  Everywhere  (SAVE).  We  will  address 
the  issue  of  elder  abuse.  Our  geriatric  population  will  double  from  30  million  to  60  million  by  the 
year  2030.  Currently,  approximately  1.5  to  2 million  adults  age  65  and  older  are  maltreated  each 
year.  It  is  estimated  for  every  reported  case  there  are  14  unreported  cases. 

Teen  smoking  will  also  be  an  issue.  With  all  the  media  coverage  relating  to  the  dangers  of 
smoking  and  enforcement  of  teen  smoking  laws,  this  is  a timely  topic. 

AMA-ERF  continues  to  need  our  support.  Physicians  and  their  spouses  are  the  main 
contributors  for  this  program.  Donations  are  down.  When  we  think  of  those  dollars  we  can  allot 
for  donations,  think  of  AMA-ERF  first.  Do  not  forget  the  sharing  card  project,  memorials, 
honorariums  for  Doctors’  Day,  and  the  yearly  state  fundraising  project  for  AMA-ERF.  “The 
medical  student  of  today  is  the  physician  of  tomorrow.” 

We  need  help  in  legislation.  The  committee  needs  talented  individuals  who  have  the  desire  to 
make  our  position  known,  to  encourage  and  inform  the  public  of  the  issues  we  face  in  health 
care,  to  be  involved  in  grass  root  campaigns,  to  encourage  voting,  and  to  make  our  needs  be 
heard  by  state  and  national  legislators.  Legislation  needs  all  of  us. 

This  past  year,  29  projects  and  fundraisers  from  six  counties  in  South  Carolina  were  submitted 
to  the  American  Medical  Association  Alliance  Project  Bank  to  be  used  as  models  for  others 
across  the  nation.  This  is  a tradition  that  we  must  continue  to  observe. 

Recruitment  and  retention  are  the  top  priorities  for  membership  to  ensure  the  team  we  must 
have  members.  Remember  membership  begins  with  ME. 

And  finally,  the  1997-1998  year  is  one  of  celebration — the  75th  anniversary  of  the  SCMAA. 
This  is  a time  to  reflect  on  our  past,  work  diligently  to  accomplish  our  goals  for  today,  plan  for 
our  future,  and  prepare  the  path  for  those  who  will  follow  in  our  footsteps. 

In  conclusion,  I would  like  to  leave  you  with  two  final  thoughts.  To  paraphrase  Dr.  Todd  at  the 
1994  AM  A A Confluence...  “This  is  the  message  I’d  like  you  to  take  away  from  your  days  here  in 
Chicago.  That  this  can  be  a time  not  of  despair.. .but  hope;  a time  not  for  loss. ..but  gain;  a time 
not  for  defeat... but  opportunity.”  Adversity  should  unite  us,  not  divide  us. 

I would  like  to  share  a poem  with  you.  The  author  is  unknown. 

“I  cannot  do  much,  ” said  a little  star, 

To  make  the  dark  world  bright; 

My  silver  beams  cannot  travel  far, 

Through  the  folding  gloom  of  night; 

But  I’m  a true  part  of  God’s  great  plan, 

And  I’ll  cheerfully  do  the  best  I can.  ” 

The  best  I can... is  what  I promise  I will  do  for  the  alliance  and  for  you.  I ask  you  to  ask  this 
also  of  yourselves... in  promoting,  supporting,  and  sustaining  our  team  of  physician  spouses.  Lest 
we  never  forget.. .A  TRUE  TEAM  BEATS  WITH  ONE  HEART. 

Dee  Jewell  (Mrs.  James  L.) 

President,  SCMAA  1997-1998 
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Medical  Office  Management  Software 

for  Windows  and  Windows/95 


fox  meadows 


software 


L I M I T E D 


Lease  for  $200  a month  for  single  user  and  $25  for  additional  terminal 
users.  No  up  front  license  fees  and  only  a 90  day  contract.  Includes 
installation,  training  and  on  going  support  and  enhancements. 


Are  you  able  to  select  your  own  hardware  and  vendor  ? 

Are  you  using  the  power  of  personal  computers  (work  stations)  ? 

Are  you  permitted  to  add  other  PC  software  products  to  your  system  ? 
Are  you  using  Windows  & receiving  the  benefits  of  Microsoft’s  products  ? 


Features 

* free  E-MAIL  Support 

♦ Conversion  of  your  current  Data 

♦ Capitation  and  Managed  Care  support 

♦ Electronic  Claims,  Stmts,  Imaging,  Voice,  Graphics 

• Document  Mgt  support  with  Interface  to  Microsoft  Word 

* Chart  Notes  use  Point  & Click  DecisionTree  with  Templates 

♦ Claims  for  Pri.,  Sec.,  Tertiary,  Worker's  Comp. , Auto  Accident 

• Network  support  for  Novell,  LANtastic,  Windows/NT,  Windows/95 

• Appointment  Scheduler  supports  multiple  Physicians  and  Locations 

• Single  Screen  for  A / R Mgt  ( aging  } of  all  your  Accounts  with  Diary  Notes 

♦ Year  2000  ready,  Relational  Database  Design,  On  Site  Training  and  Support 

♦ Encounter  Form  that  provides  enough  information  to  avoid  pulling  Pile  Polder 


Physicians  and  nurses  will  find  the  medical  records  captured  and  the 
accessibility  of  this  information  invaluable  for  Patient  care  today  and  in  the 
future.  Allow  us  the  chance  to  show  you  our  product  and  meet  to  discuss 
your  needs.  You  are  welcome  to  call  or  visit  one  of  our  customer’s  office. 

For  additional  information  call  800-754-7213  • 803-754-4290 


or  e-mail  foxmeadows  @ juno.com.  Be  sure  to  visit  our  booth  #21  at  the  S.C.M.A. 
annual  session  May  2-3  in  Charleston. 


classifieds 


B/C  PEDIATRICIAN:  Seeking  an  associate, 
preferably  from  South  Carolina  or  vicinity. 
Close  to  AUGUSTA,  GA.  Please  FAX  resume 
(305)  261-8265.  No  J1  or  HB  1 positions 
available. 

FAMILY  PRACTICE/PRIMARY  CARE: 

Practice  opportunities  in  South  Carolina  for 
experienced  practitioners  on  a full-time  or 
part-time  basis.  If  you  are  looking  for  a little 
extra  “butter  and  egg”  money,  we  have  short- 
term placement.  When  you  are  considering 
making  a change  in  your  job  status,  we  would 
be  honored  to  discreetly  represent  you.  Jennie 
‘ Ware  Family  Medical  Services,  Inc.,  provides 
the  highest  quality  provisional  contract  medi- 
cal services  to:  family  practices,  clinics/ur- 
gent care  centers,  hospital  systems,  nursing 
homes  and  assisted  living  centers,  and  multi- 
disciplinary groups  or  networks.  We  are 
located  in  Greenville,  SC.  For  more  informa- 
tion, call  toll-free  (888)  593-6737,  or  visit  our 
website  http://www. jennieware.com. 

SEEKING  FAMILY  PHYSICIANS:  The 

Department  of  Family  Medicine  at  the  Uni- 
versity of  North  Carolina  at  Chapel  Hill  in 
association  with  UNC  Hospitals  and  Chatham 
Hospital  seeks  experienced  family  physicians 
for  Clinician  Teacher  position  to  join  a 
newly-established  rural  family  practice  clini- 
cal teaching  site.  The  practice  provides  emer- 
gency services  to  Chatham  Hospital  in  addi- 
tion to  its  ongoing  comprehensive  care  to 
people  in  the  community  (obstetrics  includ- 
ed). Preferred  candidates  should  be  board  cer- 
tified in  family  practice  and  be  experienced  in 
community  practice  and  emergency  room 
care.  Chatham  Hospital  is  located  in  Siler 
City,  which  is  the  largest  city  in  Chatham 
County  and  about  33  miles  from  Chapel  Hill. 
Interested  applicants  should  send  cover  letter 
and  current  CV  to  P.  Richard  Olson,  M.  D., 
UNC  Department  of  Family  Medicine, 


CBX7595,  Chapel  Hill,  NC  27599-7595. 
UNC  is  an  EOE/AA/ADA  Employer.  Women 
and  minorities  are  encouraged  to  voluntarily 
identify  themselves. 

FAMILY  PRACTICE,  GENERAL 
SURGERY,  INFECTIOUS  DISEASE, 
ORTHOPEDIC  SPINE  SURGERY, 
ORTHOPEDIC  SPORTS  MEDICINE— 

Practice  opportunities  in  Orangeburg  County 
for  experienced  practitioners  and  graduating 
residents/fellows.  Practice  initiation  assis- 
tance and  relocation  allowance  are  available. 
Located  at  the  junction  of  1-26  and  1-95,  35 
minutes  to  Columbia  and  65  minutes  to 
Charleston.  Achieve  financial  success  in  a 
non-competitive  environment  while  enjoying 
a superior  quality  of  life.  Contact  Dr.  Cher- 
mol,  The  Regional  Medical  Center  at  (800) 
866-6045. 

OUR  EYES  ARE  ON  THE  FUTURE- 
COME  JOIN  US!  We  are  an  unique  family 
and  multi- specialty  practice  looking  for  the 
right  physician  to  join  our  group.  We  offer  an 
established,  growing  practice  and  have  on- 
site ancillary  services  including  physical  ther- 
apy, sub-acute  infusion  services,  ultrasounds, 
etc.  with  state  of  the  art  support  systems  and 
honest,  hardworking  personnel.  We  are  open 
to  innovative  compensation  arrangements 
designed  for  you  to  fully  participate  in  all  of 
the  services  provided.  If  you  are  board  certi- 
fied or  board  eligible,  motivated,  and  would 
enjoy  practicing  medicine  in  a well-orga- 
nized, dynamic  environment,  please  forward 
your  CV  to:  Physician  Position,  P.O.  Box 
212,  Columbia,  South  Carolina,  29201. 

WANTED:  PRIMARY  CARE  PRAC- 
TICES: UCI  MEDICAL  AFFILIATES, 
INC.,  - DOCTOR’S  CARE,  PA  is  currently 
expanding  in  South  Carolina!  Seeking  prima- 
ry care  medical  practices  for  merger/acquisi- 


May  1997 
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tion.  Would  also  consider  specialty  practices. 
Please  direct  CVs,  correspondence  to  UCI 
Medical  Affiliates,  Inc.  (dba  Doctor's  Care, 
PA),  1901  Main  Street,  Suite  1200,  Mail  Code 
1105,  Columbia,  SC  29201,  Attn:  Practice 
Acquisitions. 


GROUP  OF  RESIDENCY-TRAINED 
EMERGENCY  PHYSICIANS:  Need  board 
certified  EM  independent  contractor  to  fill 
5-7,  eight-hour  shifts  per  month.  120-bed 
hospital  in  rural  upstate  South  Carolina.  Fax 
CV  to  1-864-888-1403. 
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The  Journal  of  the  South  Carolina  Medical  Association 


'Matters  of  Interest 
to  South  Carolina 
Physicians.  yy 


Thornton  & Thome  give  the  medical  community  something  to  think  about  this  month. 


EXCISE  TAXES  WAIVED  ON  CERTAIN 
PENSION  DISTRIBUTIONS 


The  Small  Business  Job  Protection  Act  of  1996  included  a provision  that  waives  excise 
taxes  on  lifetime  distributions  from  qualified  retirement  plans  during  tax  years  1997, 
1998,  and  1999. 

Even  though  this  act  suspends  excise  taxes,  its  goal  is  to  increase  revenue.  Congress 
thought  waiving  the  excise  tax  would  encourage  participants  to  make  substantia! 
withdrawals  in  1997,  1998,  and  1999.  Tax  revenues  would  therefore  increase  because 
these  withdrawals  would  be  subject  to  regular  income  tax. 

BACKGROUND 

Contributions  to  qualified  retirement  plans  are  tax  deductible.  Assets  inside  the  plan 
accumulate  tax  deferred.  Since  no  income  tax  has  ever  been  paid  on  this  money,  its 
fully  taxable  when  withdrawn  from  the  plan.  Distributions  are  subject  to  these  taxes: 

Income  Tax  as  high  as  44%  (including  state  income  tax) 

Excise  Tax  75%  of  withdrawals  over  a specified  amount 
Estate  Tax  as  high  as  55% 

In  some  cases,  the  combination  of  these  three  taxes  can  consume  80%  of  a 
participant’s  account^?- 


SHOULD  YOU  ACCELERATE  PENSION  DISTRIBUTIONS  IN  97,  98  AND  99? 


Because  of  the  severity  of  these  taxes,  participants  with  large  account  balances  can 
expect  to  be  bombarded  over  the  next  three  years  with  advice  about  pension 
distributions. 

You  will  see  many  examples  showing  that  it’s  best  to  accelerate  distributions.  In  some 
cases,  this  will  be  the  right  advice  but  in  many  more  this  will  be  the  wrong  advice. 

The  fact  is  that  pension  plan  assets  cannot  be  examined  in  a vacuum.  The  only  way  to 
get  the  right  answer  is  a well  researched  analysis  that  takes  into  account  all  of  your 
assets  and  all  of  your  objectives.  The  analysis  must  be  specific  to  you  based  on  your 
unique  circumstances. 

There  is  no  generalization  that  will  be  the  best  answer.  Computer  modeling  that  allows 
all  the  many  variables  to  be  specifically  tailored  to  your  specific  circumstances  will 
produce  the  correct  answer  for  you.  Most  participants  want  to  ask  a lot  of  “what  if 
questions.  The  modeling  program  allows  you  to  explore  all  your  options. 

If  you’d  like  a detailed  analysis  for  your  specific  situation,  please  call  us.  We 
welcome  the  chance  to  discuss  this  very  complex  issue  with  you  and  your  tax 
advisors. 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Sewing  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 
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Professional  Protection  Exclusively  since  1899 

To  reach  your  local  office,  call  800-344-1899. 
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What  can  a map  tell  you  about  a computer  system 


More  than  40%  of  all  South 
Carolina  physicians  in  private 
practice  use  CompuSystems’ 
Medical  Practice  Management 
System  to  work  more 
efficiently  and  profitably. 


Plenty  — if,  like  this  one,  it  shows 
how  many  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably. 

For  example,  it  might  show  how  a 
16-year  commitment  to  '"Working  for 
Physicians"  has  resulted  in  over  660 
installations  in  South  Carolina, 
representing  some  1,930  physicians  — 
over  40%  of  the  4,600  in  private  practice 
in  the  state! 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross/Blue  Shield  (with  no 


per-claim  charges)  are  improving 
physicians'  revenue. 

It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive  — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry. 

It  might  demonstrate  how  technical 
expertise  brings  a host  of  innovations, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  in  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems  only 
in  the  Southeast,  a computer  company 


can  keep  customers  up  to  date  on  the 
latest  insurance  filing  requirements. 

It  could  emphasize  the  flexibility  of 
multi-user,  multi-tasking  software  that 
runs  on  the  most  popular  operating 
system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a computer  vendor  with  a 
vision  for  the  future  and  tire  expertise  to 
make  that  vision  work  for  you. 


€®EfflpnSystems 

inc. 

Carolina  Research  Park  • One  Science  Court 
Columbia,  SC  29203-9356 

800-800-6472  • 803-735-7700 
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INTRAOSSEOUS  INFUSION  IN  THE 
PREHOSPITAL  SETTING 
CARDIAC  CONSTIPATION 
ELEANORA  BENNETTE  SAUNDERS 
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Oceanfront, 
Creekside,  & 
Marshview 
Homesites 


Come  see  for  yourself 
why  Jeremy  Cay  and 
The  Hammocks  are 
two  of  coastal  South 
Carolina ’s  fastest 
selling  properties. 
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Historic  Jeremy  Cay  at  Edingsville  Beach 
offers  South  Carolina’s  most  beautiful  ocean- 
front  and  oceanview  homesites.  Dirt  roads 
wind  lazily  among  oaks,  palmettos,  and  tidal 
lagoons,  and  offer  residents  some  of  the 
most  majestic  scenery  ever. 

It  is  a place  of  seclusion 
and  natural  beauty,  where 
families  can  enjoy  the  creeks, 
marshes,  and  two  miles  of 
private  beach  that  surround 
this  pristine  island. 


The  Hammocks  at  Jeremy  Inlet  draws  its 
name  from  the  geographic  term  “hammock, ’’ 
which  is  used  to  describe  an  area  higher  than 
its  surroundings,  characterized  by  rich  soil  and 
hardwood  vegetation.  Here,  gigantic  oaks  rise 
proudly  above  these  magnifi- 
cent homesites  and  tropical 
vegetation  enhances  the  spec- 
tacular views  of  the  marsh, 
creek,  and  ocean.  Individual 
dock  sites  and  controlled 
access  provide  added  value. 


The  Savage  Company  • One  Hammocks  Way,  Eclisto  Island,  SC  29438 
(803)  869-1556  • 1-800-475-1556  • FAX:  (803)  869-1557 
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PAID  IV 

Plus 


PAID  IV  Plus 

does! 


Companion  Technologies 

Modern  technology  for  practice  management. 


He’s  just  doing  Mom  a favor.  He  doesn’t  have 
a clue  who  the  insurer  is.  This  isn’t  going  to 
make  him  late  for  practice,  is  it? 

Mix-ups  like  this  throw  your  practice's  schedule  off 
and  frustrate  patients.  So  head  off  problems,  and  ran 
your  office  smoothly  with  PAID  IV  Plus. 

PAID  IV  Plus.  Companion  Technologies’  private 
label  version  of  The  Medical  Manager®,  is  the 
complete  practice  management  software  system 
that’s  easy  to  use.  With  just  a few  simple  keystrokes, 
you'll: 

Easily  look  up  doctor  numbers,  insurance 
companies  and  procedure  and  diagnosis  codes 

Automatically  select  the  correct  fees  for 
procedures  (based  on  provider  or  patient's 
insurance  plan) 

SimpliA  collection  of  amounts  due  by 
automatically  calculating  die  patient-due  portion 

Utilize  special  features  to  make  data  input 
fast  and  efficient 


Quickly  update  financial  information  when 
you  post  procedures 

With  its  reputation  of  having  the  finest  Procedure 
Entry  routines  available.  PAID  IV  Plus  will  do  all  the 
work,  and  you'll  get  all  die  credit.  And  maybe  that 
raise ... 


Leant  what  else  RAID  IV  Plus  can  do  for  you. 

Call  Companion  Technologies  for  information  or  to 
schedule  a system  demonstration. 


1-800-382-PAID  (7243) 
or  fax  (803)  699-2384 

PAID  IV Plus.  Because  patients  can’t  remember 
everything , and  you  have  to. 
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Because  this  is  no  place 

FOR  A DOCTOR  TO  OPERATE 


professional  Protection  Exclusively  since  1899 

To  reach  your  local  office,  call  800-344-1899. 


Title  19  of  the  Social  Security  Act,  better  known  as  Medicaid,  was  passed  into  law  on  July  30. 
1965.  South  Carolina  began  participating  in  this  program  in  July  of  1968.  This  grant-in-aid  pro- 
gram, in  which  federal  and  state  governments  share  the  cost  of  medical  care  for  needy  persons 
who  have  low  income,  has  been  good  to  South  Carolina. 

Why  has  this  program  been  good  to  South  Carolina?  The  answer  is  that  we  get  a most  generous 
match  from  federal  government.  We  get  back  $2.76  for  each  dollar  we  put  up.  which  is  essential- 
ly a three-to-one  match.  Out  of  a 2.2  billion  dollar  1996-’ 97  budget  in  South  Carolina,  the  Gener- 
al Assembly  only  allocates  approximately  303  million  dollars,  or  half  the  state’s  share  of  Medi- 
caid. The  remaining  state  appropriations  come  from  very  innovative  financing  programs,  includ- 
ing monies  from  state  agencies  and  disproportionate  share  monies  from  hospitals.  It  may  interest 
you  to  know  that  from  the  entire  Medicaid  budget  of  2.2  billion  dollars,  physicians’  services  total 
122  million  dollars,  or  about  five  percent  of  the  entire  budget. 

One  flaw  in  the  system  is  the  discrepancy  in  primary  care  physicians’  reimbursements.  For 
example,  Medicaid  payment  for  an  established  patient  office  visit  with  straightforward  and  low 
complexity  decision  making  ranges  from  $21.50  for  the  physicians  billing  the  Medicaid  physi- 
cian fee  schedule  on  a fee-for-service  basis  to  $56.64  for  an  independent  rural  health  clinic.  Med- 
icaid payment  to  a federally  qualified  health  clinic  is  $75.63.  For  provider-based  rural  health  clin- 
ics, “reasonable  costs”  were  as  much  as  $200.00  for  one  hospital-owned  clinic. 

The  South  Carolina  Medical  Association  has  a Medicaid  reimbursement  committee  which 
meets  on  a regular  basis  with  the  Department  of  Health  and  Human  Services  (DHHS).  State  gov- 
ernment and  state  agencies  are  aware  of  these  flaws,  but  their  hands  are  tied  because  federal  man- 
dates dictate  what  they  pay  these  flawed  fee  schedules.  DHHS  and  the  Governor’s  Office  have 
attempted  to  place  a moratorium  on  the  development  of  rural  health  clinics  and  federally  quali- 
fied clinics.  However,  this  moratorium  was  not  allowed  by  the  federal  government,  but  as  a 
result,  DHHS  has  developed  more  stringent  rules  in  the  development  of  these  clinics. 

We  have  repeatedly  testified  before  committees  of  the  General  Assembly,  advocating  adequate 
reimbursement  and  developing  a medical  home  for  Medicaid  patients.  In  addition,  we  have 
promised  access  to  all  Medicaid  patients  if  the  reimbursement  is  adequate.  Through  the  efforts  of 
our  Director  of  Governmental  Affairs,  Ms.  Elizabeth  Biggers,  working  in  concert  with  the 
Department  of  Health  and  Environmental  Control  and  the  South  Carolina  Hospital  Association,  it 
appears  that  DHHS  and  the  General  Assembly  are  developing  a plan  to  substantially  increase  pri- 
mary care  reimbursement  for  children  if  you  provide  a medical  home. 

When  this  occurs,  children  in  South  Carolina  will  have  a medical  home,  access  will  improve, 
and  hopefully,  we  will  have  reduced  costs.  Our  goal  then  would  be  to  address  the  problem  every 
year  and  eventually  take  the  reimbursement  to  the  same  level  as  private  pay.  When  this  happens, 
all  of  the  citizens  of  our  state  will  have  the  chance  to  get  the  quality  care  they  deserve. 


S.  Nelson  Weston,  M.  D. 
President 


VOLUME  93 
JUNE  1997 
NUMBER  6 


%< 

OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

Contents 


Editorials 


Original  Scientific  Articles 

209  Intraosseous  Infusion  Performed  in  the 
Prehospital  Setting:  South  Carolina’s 
Six-Year  Experience 

Robert  S.  Seigler,  M.  D. 

221  Cardiac  Constipation 

Dennis  A.  Fried,  M.  D.,  L.  Dieter  Voegele,  M.  D. 

Special  Articles 

223  Eleanora  Bennette  Saunders:  A 

Pioneering  Psychiatrist 

Uta  P.  Anderson,  R.  N.,  M.  N.,  C.  P.  H.  Q. 


227  Of  Hegel  and  Health  Care  Financing 

Charles  S.  Bryan,  M.  D. 

Features 

230  Alliance  Page 

229  On  the  Cover 

205  President's  Page 

Association 

207  CME  Calendar 

233  Gray  Matter 

217  SCMA  Newsletter 


THE  JOURNAL  OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION  (ISSN  0038-3139)  - Published  monthly  by  the  South  Carolina 
Medical  Association  business  office:  3210  Fernandina  Road,  Columbia,  SC  29210.  Mailing  Address:  P.  O.  Box  11188  Capitol  Station, 
Columbia,  SC  29211. 

Copyright®  1997  by  the  South  Carolina  Medical  Association.  All  rights  reserved.  The  views  expressed  in  this  publication  are  those  of  the  writ- 
ers and  do  not  necessarily  reflect  the  opinions  of  the  South  Carolina  Medical  Association. 

Subscription  price  to  non-members  $25.00.  SCMA  members'  subscription  cost  ($15.00)  included  with  payment  of  annual  dues.  Periodicals 
postage  paid  at  Columbia,  SC.  POSTMASTER:  Send  address  changes  to  The  Journal  of  the  South  Carolina  Medical  Association,  P.  O.  Box 
11188,  Columbia,  SC  29211. 


EDITOR 

Charles  S.  Bryan,  M.D.,  Columbia 

EDITORIAL  BOARD 

Edward  E.  Kimbrough,  M.D.,  Columbia, 
Editor  Emeritus 

Jeff  Z.  Brooker,  M.D.,  Columbia 
Edgar  O.  Horger,  III,  M.D.,  Columbia 
Leslie  W.  Howard,  Jr.,  M.D.,  Spartanburg 
Cohn  W.  Howden,  M.D.,  Columbia 
William  H.  Hunter,  M.D.,  Clemson 
E.  Carwile  LeRoy,  M.D.,  Charleston 
Robert  N.  Milling,  M.D.,  Columbia 
E.  Conyers  O'Bryan,  Jr.,  M.D.,  Florence 
J.  David  Osguthorpe,  M.D.,  Charleston 
Robert  M.  Sade,  M.D.,  Charleston 
Timothy  J.  Spurling,  M.D.,  Florence 
Charles  N.  Still,  M.D.,  Columbia 
Hunter  R.  Stokes,  M.D.,  Florence 
W.  Curtis  Worthington,  Jr.,  M.D.,  Charleston 


MANAGING  EDITOR 

Audria  L.  Belton 

SCMA  OFFICERS 

S.  Nelson  Weston,  M.D.,  President 
Stephen  A.  Imbeau,  M.D.,  President-Elect 
William  H.  Hester,  M.D.,  Secretary 
J.  Capers  Hiott,  M.D.,  Treasurer 
Roger  A.  Gaddy,  M.D.,  Speaker  of  the  House 
Robert  M.  Sade,  M.D.,  Vice  Speaker  of  the 
House 

Carol  S.  Nichols,  M.D.,  Immediate  Past  President 

TRUSTEES 

Richard  E.  Ulmer,  M.D.,  First  District,  and 
Chairman  of  the  Board 
Oswald  J.  Mikell,  M.D.,  First  District 
Gerald  A.  Wilson,  M.D.,  Second  District 
James  J.  Hill,  Jr.,  M.D.,  Second  District 
John  Funke,  III,  M.D.,  Third  District 
John  P.  Evans,  M.D.,  Fourth  District 
Boyce  Tollison,  M.D.,  Fourth  District 


R.  Duren  Johnson,  M.D..  Fifth  District  and 
Vice  Chairman  of  the  Board 

Kenneth  L.  DeHart,  M.D.,  Sixth  District 
William  N.  Boulware.  M.D.,  Sixth  District 
Gerald  E.  Harmon.  M.D..  Seventh  District 
Dallas  Lovelace,  III,  M.D..  Eighth  District 
Michael  W.  Holmes,  M.D.,  Ninth  District 
March  E.  Seabrook.  M.D..  Young  Physicians 
Section 

Randolph  D.  Smoak,  Jr.,  M.D..  AMA  Trustee 

DELEGATES  TO  THE  AMA 

Walter  J.  Roberts.  Jr.,  M.D..  Delegate 
Daniel  W.  Brake,  M.D.,  Delegate 
J.  Chris  Hawk,  III.  M.D..  Delegate 
Roger  A.  Gaddy,  M.  D..  Delegate 
Stephen  A.  Imbeau,  M.D..  Alternate 
Carol  S.  Nichols,  M.D..  Alternate 
John  W.  Simmons,  M.D.,  Alternate 

S.  Nelson  Weston,  M.D..  Alternate 

CHIEF  EXECUTIVE  OFFICER 

Mr.  William  F.  Mahon 


206 


The  Journal  of  the  South  Carolina  Medical  Association 


Continuing 

Medical 

Education 


Third  Quarter 
1997 
Calendar 


Ginny  Comer ; Director  of  Education  Stoney  A.  Abercrombie , MD,  Chairperson 

Published  by  the  SCMA  Committee  on  Continuing  Medical  Education 

Post  Office  Box  11188,  Columbia,  SC  29211 


Note:  CME  activities  in  neighboring  states  are  listed  when  space  permits. 

Contact  the  Medical  College  of  Georgia,  Division  of  Continuing  Education  at  1-800-221-6437 for  other  activities. 


JULY 


AUGUST 


Tuesday  - Saturday  Tuly  1-5,  1997 

Hilton  Head  Isl.,  SC:  Conference  Center,  Sea  Pines  Resort 

Family  Practice  Seminar  “Update  and  Review  ” 

SPONSOR:  SC  Academy  of  Family  Physicians 
CONTACT:  George  M.  Converse,  MD;  (205)  783-5276 
CREDITS:  17.25  A AFP  prescribed  hours 

Monday  - Thursday  July  14-17,  1997 

Kiawah  Island,  SC:  Kiawah  Island  Resort 

Eighth  Annual  Focus  on  the  Female  Patient 
SPONSOR:  SC  Academy  of  Family  Physicians 
CONTACT:  Michelle  Williamson;  (205)  945-1840 
CREDITS:  18  AAFP  prescribed  hours 

Wednesday  - Saturday  July  16-19,  1997 

Hilton  Head  Isl.,  SC:  Conference  Center,  Sea  Pines  Resort 

Internal  Medicine  Update 
SPONSOR:  SC  Academy  of  Family  Physicians 
CONTACT:  George  M.  Converse,  MD;  (205)  783-5276 
CREDITS:  17.5  AAFP  prescribed  hours 

Friday  - Sunday  July  25-27,  1997 

Myrtle  Beach,  SC:  Kingston  Plantation  Resort 

SCAFP  Family  Practice  Weekend 
SPONSOR:  SC  Academy  of  Family  Physicians 
CONTACT:  Kathy  Crotts;  (803)  984-7237 
CREDITS:  12  AAFP  prescribed  hours 

Thursday  - Sunday  July  31  - August  3,  1997 

Myrtle  Beach,  SC:  Kingston  Plantation  Resort 

SC  and  NC  Otolaryngology/Head  and  Neck  Surgery  Assembly 
SPONSOR:  South  Carolina  Society  of  Otolaryngology 
CONTACT:  Debbie  Shealy,  ext.  223,  (803)  798-6207  in 
Columbia,  or  1-800-327-1021  statewide 


Thursday  - Sunday  August  7-10,  1997 

Asheville,  NC:  The  Grove  Park  Inn 

SC  Chap,  of  the  Amer.  Academy  of  Pediatrics  Annual  Mtg. 
SPONSOR:  SC  Chapter  of  the  Amer.  Academy  of  Pediatrics 
FACULTY:  Stephen  A.  Chartrand,  MD,  Creighton  Univ.; 
Coleen  K.  Cunningham,  MD,  State  Univ.  of  New  York;  Joe 
M.  Sanders,  Jr.,  MD,  American  Academy  of  Pediatrics; 
Suzanne  T.  Orr,  PhD,  Johns  Hopkins  University 
CONTACT:  Debbie  Shealy,  ext.  223,  (803)  798-6207  in 
Columbia,  or  1-800-327-1021  statewide 


SEPTEMBER 


Wednesday  September  3,  1997 

Columbia,  SC:  First  Floor  Conference  Room,  James  F. 
Byrnes  Center  for  Geriatric  Med.,  Educ.,  and  Research 

Research  Conference 

SPONSOR:  JFB  Ctr.  for  Geriatric  Med.,  Educ.,  and  Research 
DESCRIPTION:  General  discussion  of  ongoing  projects 
TARGET  AUDIENCE:  Physicians,  medical  students,  nurses, 
and  other  medical  providers 
CONTACT:  David  List,  MD;  (803)  734-0812 
CREDITS:  1 hour,  AMA  Category  1 

Friday  - Sunday  September  5-7,  1997 

Asheville,  NC:  The  Grove  Park  Inn 

South  Carolina  Society  of  Pathologists  Annual  Meeting 
SPONSOR:  South  Carolina  Society  of  Pathologists 
FACULTY:  R.  Marshall  Austin,  MD,  Roper  Hospital 
CONTACT:  Debbie  Shealy,  ext.  223,  (803)  798-6207  in 
Columbia,  or  1-800-327-1021  statewide 


Friday  - Sunday  September  5-7,  1997 

Hilton  Head  Island,  SC:  Crowne  Plaza  Resort 

Current  Concepts  in  Psychiatry 

SPONSOR:  William  S.  Hall  Psychiatric  Institute  & USCSOM 
DESCRIPTION:  Update  on  psychopharmacology,  psychiatric 
evaluation,  personality  disorders,  and  substance  abuse 
TARGET  AUDIENCE:  Psychiatrists,  family  practitioners,  and 
other  interested  physicians 

FACULTY:  Melvin  Sabshin,  MD;  John  Oldham,  MD; 

Sheldon  I.  Miller,  MD;  and,  Allan  Tasman,  MD 
TUITION:  $175  for  residents,  USC  faculty,  DMH  staff,  and 
SCPA  members;  $275  for  all  others 
CONTACT:  8 hours  AM  A Catagory  1 

Saturday  September  6,  1997 

Columbia,  SC:  Adam’s  Mark  Hotel 

7th  Annual  Cardiology  Symposium  1997 
SPONSOR:  USCSOM-RMH  CME  Organization 
DESCRIPTION:  Update  on  new  developments  in  cardiology 
FACULTY:  Peter  Gazes,  MD;  Sanford  Schwartz,  MD;  others 
TARGET  AUDIENCE:  Primary  care  physicians  and  cardiac 
ancillary  providers 

CONTACT:  Steven  Hasterok;  (803)  434-4211 
CREDITS:  7 hours  AMA  Category  1 

Wednesday  September  10,  1997 

Columbia,  SC:  First  Floor  Conference  Room,  James  F. 
Byrnes  Center  for  Geriatric  Med.,  Educ.,  and  Research 

Osteoporosis:  Update  on  Diagnosis  and  Treatment 
SPONSOR:  JFB  Ctr.  for  Geriatric  Med.,  Educ.,  and  Research 
FACULTY:  Howard  Nankin,  MD 
CONTACT:  David  List,  MD;  (803)  734-0812 
CREDITS:  1 hour,  AMA  Category  1 

Friday  - Sunday  September  12-14,  1997 

Hilton  Head  Island,  SC:  Hilton  Resort 

Renal  and  Pancreas  Transplantation  Symposium 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  Update  on  selected  topics  common  to  the 
posttransplant  and  long  term  management  of  renal  and 
pancreas  transplantation  patients 
TARGET  AUDIENCE:  Nephrologists,  internists, 
endocrinologists,  family  practitioners,  and  other  interested 
physicians  who  care  for  transplant  recipients  in  their  practice 
or  who  refer  patients  for  renal  or  pancreas  transplantation 
CONTACT:  Odessa  Ussery;  (803)  792-4071 
CREDITS:  7 hours,  AMA  Catagory  1 

Friday  - Monday  September  12-14,  1997 

Hilton  Head  Island,  SC:  Hilton  Resort 

Current  Trends  in  Congestive  Heart  Failure  & Transplantation 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  Update  on  the  treatment  and  management  of 
patients  with  end-stage  heart  failure  and  the  heart  transplants 
TARGET  AUDIENCE:  Cardiologists,  internists,  and  family 
practitioners 

CONTACT:  Odessa  Ussery;  (803)  792-4071 


Wednesday  September  17,  1997 

Columbia,  SC:  First  Floor  Conference  Room,  James  F. 
Byrnes  Center  for  Geriatric  Med.,  Educ.,  and  Research 

Grand  Rounds:  Topic  TBA 

SPONSOR:  JFB  Ctr.  for  Geriatric  Med.,  Educ.,  and  Research 
FACULTY:  Larry  Reichinstein,  MD,  UCLA  School  of  Med. 
CONTACT:  David  List,  MD;  (803)  734-0812 
CREDITS:  1 hour,  AMA  Category  1 

Friday  - Saturday  September  19-20,  1997 

Clemson,  SC:  Madren  Center 

MUSC/Clemson  CME  Weekend 
SPONSOR:  Medical  University  of  South  Carolina 
TARGET  AUDIENCE:  Primary  care  physicians 
CONTACT:  Odessa  Ussery;  (803)  792-4071 

Sunday  - Thursday  September  21-25,  1997 

Hilton  Head  Island,  SC:  The  Westin  Resort 

First  Annual  Hilton  Head  Isl.  Emergency  Medicine  Golf  Conf. 
SPONSOR:  SC  Academy  of  Family  Physicians 
CONTACT:  Dr.  Chris  Finley;  (360)  573-5739 
CREDITS:  18  AAFP  prescribed  hours 

Monday  - Saturday  September  22-27,  1997 

Isle  of  Palms,  SC:  Wild  Dunes  Resort 

6th  Annual  Intensive  Review  in  Emergency  Medicine 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  An  intensive  review  of  the  core  content  of 
emergency  medicine  as  defined  by  ACEP  and  the  ABEM 
TARGET  AUDIENCE:  Primary  care  physicians 
TUITION:  $700 

CONTACT:  Odessa  Ussery;  (803)  792-4071 
CREDITS:  43  hours,  AMA  Category  1 

Wednesday  September  24,  1997 

Columbia,  SC:  Forum,  James  F.  Byrnes  Center  for 
Geriatric  Medicine,  Education,  and  Research 

Advances  in  the  Diagnosis  of  Alzheimer’s  Disease 
SPONSOR:  JFB  Ctr.  for  Geriatric  Med.,  Educ.,  and  Research 
FACULTY:  H.  Ghandau,  MD,  Nymos  Corporation 
CONTACT:  David  List,  MD;  (803)  734-0812 
CREDITS:  1 hour,  AMA  Category  1 
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INTRAOSSEOUS  INFUSION  PERFORMED  IN 
THE  PREHOSPITAL  SETTING:  SOUTH  CAR- 
OLINA’S SIX- YEAR  EXPERIENCE 

ROBERT  S.  SEIGLER,  M.  D.* 


Drinker,  Drinker  and  Lund  first  studied  the 
concept  of  parenteral  administration  of  medi- 
cations and  fluids  via  the  bone  marrow  in 
1922.'  This  technique  was  widely  employed 
in  the  1940s  and  1950s  but  fell  into  disuse 
with  the  advent  of  modern  intravenous  tech- 
niques. Physicians,  especially  pediatricians 
and  emergency  physicians,  rediscovered 
intraosseous  infusion  about  15  years  ago  as 
they  sought  ways  to  improve  the  rapid  deliv- 
ery of  medications  and  fluids  in  emergency 
situations.2  7 Intraosseous  infusion  is  now  con- 
sidered an  acceptable  alternative  when  intra- 
venous access  cannot  be  obtained  in  an  emer- 
gency. The  Textbook  of  Pediatric  Advanced 
Life  Support  considers  intraosseous  fluid  and 
drug  administration  “to  be  a valuable  and  safe 
technique  in  the  treatment  of  critically  ill 
infants  and  children  and  should  be  considered 
as  a temporary  measure  during  emergencies 
when  other  vascular  sites  are  not  immediately 
available.”8 

We  previously  reported  results  in  17  pedi- 
atric patients  who  were  part  of  this  prospec- 
tive study.9  In  that  group  of  17,  paramedics 
demonstrated  a 94  percent  success  rate  in  per- 


*Pediatrics Intensive  Care  Unit,  Greenville  Hospital 
System,  701  Grove  Road,  Greenville,  SC  29605. 


forming  intraosseous  infusion  in  the  prehospi- 
tal setting.  There  were  no  serious  complica- 
tions and  no  long-term  survivors.  This  study 
examines  104  patients,  including  the  initial 
17,  who  were  part  of  a protocol  designed 
prospectively  to  examine  the  ability  of  EMS 
personnel  to  perform  intraosseous  infusion  in 
the  prehospital  setting  and  to  assess  whether 
such  treatment  improved  outcomes.  The  pro- 
tocol placed  an  emphasis  on  the  length  of 
time  required  to  establish  access,  success  rate, 
medications  and  fluids  delivered,  complica- 
tion rate,  and  patient  outcome. 

MATERIALS  AND  METHODS 

The  Medical  Control  Physician  Subcommit- 
tee of  the  Emergency  Medical  Services  Advi- 
sory Council  for  the  State  of  South  Carolina 
approved  this  study  protocol  in  June  of  1987. 
The  initial  protocol  allowed  two  counties, 
Greenville  and  Charleston,  to  implement  a 
prospective  study  involving  intraosseous 
infusion  performed  by  EMS  personnel  on 
selected  pediatric  patients  in  the  prehospital 
setting.  In  1990,  the  committee  expanded  the 
same  protocol  for  use  by  any  South  Carolina 
emergency  medical  service  in  which  the  med- 
ical director  desired  to  participate.  In  January 
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1994,  the  committee  took  the  protocol  off  of 
“study  status”  and  required  that  all 
paramedics  be  taught  the  intraosseous  tech- 
nique either  in  their  initial  training  or  in 
recertification  training. 

All  paramedics  were  required  to  have  a 
passing  grade  in  the  prescribed  course  to  be 
eligible  to  perform  intraosseous  infusion.  The 
course  consisted  of  a one-hour  didactic  lec- 
ture followed  by  a one-hour  laboratory  ses- 


sion during  which  the  paramedic  practiced 
the  intraosseous  technique  on  a fresh  turkey 
thigh  bone.  There  was  also  a written  exami- 
nation. The  course  content  was  consistent 
from  county  to  county  although  the  instruc- 
tors varied.  EMS  personnel  were  required  to 
complete  an  intraosseous  evaluation  form 
immediately  after  performing  each  proce- 
dure. Each  form  was  evaluated  by  the  author. 

The  protocol  allowed  paramedics  to  per- 


TABLE  1 

Characteristics  of  104  pediatric  patients  on  whom  prehospital  intraosseous  infusion  was  attempted  in 
South  Carolina,  July  1987  to  January  1994: 


Z 

II 

o 

4^ 

(%) 

1.  Age: 

0-11  mos. 

66 

(63) 

12-35  mos. 

25 

(24) 

>36  mos. 

13 

(13) 

2.  Sex: 

Male 

61 

(59) 

Female 

43 

(41) 

3.  Race: 

Black 

42 

(40) 

White 

50 

(48) 

Unknown 

12 

(12) 

4.  Diagnosis: 

SIDS 

44 

(42) 

Drowning 

10 

GO) 

Seizure 

8 

(8) 

Multi-trauma 

8 

(8) 

Shake  injury 
Overwhelming 

3 

(3) 

infection 

Chronically 

3 

(3) 

ill  or 

debilitated 

14 

(14) 

Other 

10 

(10) 

Unknown 

4 

(4) 

5.  County  of  Residence: 

Greenville 

44 

(42) 

Charleston 

36 

(35) 

Richland 

6 

Oconee 

8 

(23) 

Aiken 

5 

Other 

5 

6.  Survival 

Yes 

17 

(16) 

No 

87 

(84) 
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form  intraosseous  infusion  on  a “standing 
order"  basis  on  patients  between  birth  and 
four  years  of  age.  The  only  two  indications 
for  intraosseous  infusion  were  cardiac  arrest 
and  hypovolemic  shock  secondary  to  multi- 
system trauma.  In  addition,  the  on-line  medi- 
cal control  physician  could  order  intraosseous 
infusion  on  any  severely  ill  or  injured  child 
“off  protocol.”  The  protocol  required  the 
paramedic  to  spend  90  seconds  attempting  to 
place  an  intravenous  line  and,  only  after  fail- 
ing to  establish  intravenous  access,  to  attempt 
intraosseous  infusion.  The  only  site  at  which 
paramedics  were  allowed  to  place  an 
intraosseous  line  was  the  proximal  tibia.  One 
attempt  per  tibia  was  allowed.  Contraindica- 
tions to  attempting  intraosseous  infusion  were 
fracture  of  the  tibia,  presence  of  significant 
overlying  dermatitis,  and  known  osteogenesis 
imperfecta. 

The  protocol  prescribed  use  of  the  Jamshidi 
disposable  Illinois  sternal/iliac  aspiration 
bone  marrow  needle,  either  the  15-gauge  and 
18-gauge.  Paramedics  were  allowed  to 
administer  all  standard  resuscitation  fluids 
and  medications  approved  for  EMS  use  by 
South  Carolina  Department  of  Health  and 
Environmental  Control.  Sodium  bicarbonate 
8.4  percent  was  diluted  one-to-one  with  nor- 
mal saline  prior  to  administration,  as  were  50 
percent  glucose  and  naloxone.  Calcium  chlo- 
ride and  calcium  gluconate  are  not  carried  on 
South  Carolina  EMS  vehicles. 

RESULTS 

Paramedics  attempted  intraosseous  infusion 
on  104  patients  requiring  resuscitation 
between  July  26,  1987,  and  January  10,  1994. 
The  majority  were  SIDS  patients  (42  percent) 
and  most  attempts  occurred  in  Greenville 
County.  Seventeen  (16  percent)  patients  sur- 
vived. Other  patient  characteristics  are  shown 
in  Table  1 . 

Intraosseous  infusion  was  ultimately  suc- 
cessful in  83  of  the  104  (79.8  percent) 
patients.  Success  rates  were  similar  in  all  age 
groups:  79  percent  (52/66)  in  children  zero  to 
11  months;  80  percent  (20/25)  in  children  12- 


36  months;  and  85  percent  (11/13)  in  the  >36 
months  group.  Intraosseous  infusion  was  suc- 
cessful on  the  first  attempt  in  60  patients,  the 
second  attempt  in  22  patients  and  the  third 
attempt  in  one  patient.  Intraosseous  infusion 
failed  in  21  patients.  Seven  of  these  were  sur- 
vivors, and  14  were  non-survivors.  Eighteen 
of  these  patients  (seven  survivors  and  1 1 non- 
survivors) received  only  one  attempt.  One 
patient  received  two  attempts,  one  patient 
three,  and  one  patient  four. 

Data  concerning  treatment  administered  via 
intraosseus  infusion,  length  of  time  required 
to  place  the  intraosseous  infusion  needle 
(available  for  69  of  the  83  patients),  and  com- 
plications are  shown  in  Table  2.  The  attempt 
was  successful  within  one  minute  for  39  (57 
percent)  patients  (5  survivors  and  34  non-sur- 
vivors), one  to  two  minutes  for  18  (26  per- 
cent) patients  (four  survivors  and  14  non-sur- 
vivors), two  to  three  minutes  for  seven  (10 
percent)  patients  (one  survivor  and  six  non- 
survivors), and  >3  minutes  for  five  patients 
(all  non-survivors). 

Sixteen  patients  received  only  fluid  at  a 
minimal  rate  via  the  intraosseous  needle  (four 
survivors  and  12  non-survivors).  The  remain- 
der received  various  combinations  of  drugs 
(shown  in  Table  2).  Five  patients  (4.8  per- 
cent) had  complications  from  intraosseous 
infusion:  one  patient  had  a small  hematoma, 
and  the  intraosseous  infusion  infiltrated  in 
four  patients  (all  died);  74  patients  had  no 
complications.  There  were  no  long-term  com- 
plications in  the  17  survivors. 

Of  the  87  non-survivors,  all  but  three 
received  chest  compressions  prehospital. 
These  three  patients  each  had  a sinus  tachy- 
cardia and  palpable  pulse  prior  to  hospital 
arrival.  Of  these  87  patients,  68  (78  percent) 
were  endotracheally  intubated.  Paramedics 
failed  at  the  attempt  to  intubate  eight  patients, 
managed  two  additional  patients  with  a bag- 
valve-mask  device  alone  without  attempting 
intubation,  and  did  not  attempt  to  intubate 
one  patient  because  of  spontaneous  respira- 
tions. Data  were  not  recorded  on  eight 
patients. 
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TABLE  2 


Characteristics  of  83  emergent  pediatrics  patients  successfully  receiving  intraosseous  infusion: 


Total 

N=83 

Survivors 
N=10  (12) 

(%) 

Number  of  attempts: 

1 

60 

10 

2 

22 

0 

3 

1 

0 

Treatment  administered 
via  intraosseous  infusion: 

Fluid  alone 

16 

4 

(25) 

Epinephrine  alone 

9 

1 

(11) 

Epinephrine/ Atropine 

31 

0 

— 

E,A  & Sodium  Bicarbonate 

6 

0 

— 

Atropine  alone 

1 

0 

— 

Epinephrine/Lidocaine 

2 

1 

(50) 

E,  Sodium  Bicarbonate 

2 

0 

— 

E, A, Lidocaine 

1 

0 

— 

E,A,  crystalloid  fluid  bolus 

6 

0 

— 

Diazepam 

2 

2 

(100) 

Crystalloid  fluid  bolus  alone 

7 

2 

(29) 

Time  required 
to  successfully  place  a line: 

>1  minute 

39 

5 

(13) 

1-2  minutes 

18 

4 

(22) 

2-3  minutes 

7 

1 

(14) 

>3  minutes 

5 

0 

— 

missing 

14 

0 

— 

Complications: 

Hematoma 

1 

0 

Infiltration 

4 

0 

There  were  seventeen  survivors.  Eleven  of 
the  17  had  a perfusing  rhythm  and  sponta- 
neous respirations  prehospital,  obviating  the 
need  for  CPR.  Of  the  remaining  six,  four 
were  intubated  and  two  others  required  air- 
way control  with  a bag-valve-mask  device. 
Four  of  these  six  patients  required  chest  com- 
pressions prehospital  (Table  3).  One,  a one- 
year-old  male  who  had  a history  of  Tetralogy 
of  Fallot  and  reactive  airway  disease,  quickly 
regained  a perfusing  rhythm  and  spontaneous 
respirations  after  a brief  period  of  chest  com- 
pressions. He  did  not  require  assisted  ventila- 
tion. The  second  patient,  a previously  normal 
three-week-old  female  who  had  been  severely 


shaken,  was  intubated  and  received  chest 
compressions  prehospital.  Paramedics  admin- 
istered two  doses  each  of  epinephrine  and 
lidocaine.  Return  of  spontaneous  circulation 
was  achieved,  and  the  patient  survived  with 
severe  encephalopathy.  The  third,  a newborn 
female,  had  been  delivered  at  home.  She  was 
initially  pulseless  and  apneic.  The  paramedics 
intubated  the  patient  and  performed  chest 
compressions,  but  did  not  administer  any 
medications  through  the  intraosseous  needle. 
The  patient  survived  to  hospital  discharge  but 
was  lost  to  follow-up.  The  fourth  patient,  a 
10-month-old  female  near-drowning  victim, 
was  initially  apneic  and  had  a non-perfusing 
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TABLE  3 

Outcome  of  patients  with 
prehospital  cardiac  arrest 

N=88  (%) 

Died  84  (95.5) 

Survived  4 (4.5) 


rhythm  of  20-30  beats  per  minute.  The 
paramedics  intubated  the  patient,  performed 
chest  compressions,  and  administered  one 
dose  of  epinephrine  via  the  intraosseous  nee- 
dle, which  they  started  within  one  minute. 
The  patient  survived  neurologically  intact. 

DISCUSSION 

The  number  of  patients  in  this  study  in  whom 
intraosseous  infusion  was  ultimately  success- 
ful was  79.8  percent.  In  light  of  the  fact  that 
paramedics  had  failed  in  attempts  at  obtaining 
intravenous  access  on  all  of  these  patients, 
their  success  rate  in  performing  intraosseous 
infusion  justifies  it  as  a highly  effective  alter- 
native. Although  there  was  varied  success 
between  different  counties  and  different 
emergency  medical  services,  it  was  not  the 
purpose  of  this  study  to  examine  why  some 
emergency  medical  services  performed  better 
than  others. 

Complications  of  physician-performed 
intraosseous  infusion  such  as  skin  necrosis, 
osteomyelitis,  tibial  fracture,  pulmonary  fat 
emobli,  and  compartment  syndrome  requiring 
amputation  have  been  reported  as  rare  occur- 
rences.10-15 In  our  study,  the  incidence  of  com- 
plications secondary  to  intraosseous  infusion 
was  4.8  percent;  all  complications  were 
minor.  In  this  population  in  whom 
intraosseous  infusion  was  being  performed  as 
a life-saving  measure,  we  feel  that  this  proce- 
dure is  certainly  justified  and  the  very  low 
complication  rate  acceptable. 

Although  the  use  of  intraosseous  infusion  in 
the  pre-hospital  setting  was  first  advocated  in 


the  literature  in  1987, 16-17  published  reports  on 
the  prehospital  experience  with  intraosseous 
infusion  are  limited.  Smith  et  al.  reported  an 
80  percent  success  rate  within  30  seconds  on 
15  attempts  in  13  patients.18  There  were  two 
normal,  long-term  survivors,  neither  of  whom 
had  experienced  cardiac  arrest.  Miner  et  al. 
reported  a 62  percent  success  rate  on  16 
attempts  although  83  percent  of  the  12 
patients  ultimately  received  a functioning 
intraosseous  line.  There  were  no  long-term 
survivors.19  Seigler  et  al.  reported  an  86  per- 
cent success  rate  on  22  attempts;  although  94 
percent  of  the  17  patients  ultimately  received 
a functioning  intraosseous  line,  there  were  no 
long-term  survivors.9  None  of  these  three 
studies  reported  significant  complications. 

Zimmerman  et  al.  reported  an  80  percent 
success  rate  on  50  patients  from  39  aeromedi- 
cal  transport  programs  in  which  intraosseous 
infusion  was  performed  both  by  physicians 
and  non-physicians.20  This  1989  survey  indi- 
cated that  69  percent  of  133  aeromedical 
transport  programs  had  never  used  nor  were 
they  considering  intraosseous  infusion  use.  A 
1990  survey  reported  that  only  23  states  were 
currently  utilizing  intraosseous  infusion  pro- 
tocols in  the  field.21  Glaeser  et  al.  reported 
that  EMT-Ps  demonstrated  a success  rate  of 
76  percent  in  152  children  and  adults  over  a 
five-year  period.22  He  also  reported  a success 
rate  of  78  percent  for  patients  between  birth 
and  eleven  months,  85  percent  for  patients 
between  one  and  two  years,  and  67  percent 
for  patients  between  three  and  nine  years. 
These  data  correlate  well  with  ours. 

The  long-term  survival  rate  in  pediatric 
patients  who  experience  cardiac  arrest  out  of 
hospital  is  poor.  Four  large  studies  reported 
survival  rates  of  6.7  percent  (n=119),  4.3  per- 
cent (n=70),  2.4  percent  (n=41),  and  6.2  per- 
cent (n=80). 23-26  Nichols  et  al.27  and 
O'Rourke28  reported  better  survival,  23  per- 
cent (n=  13)  and  21  percent  (n=34),  respec- 
tively. O’Rourke28  and  Schindler  et  al.26 
reported  no  neurologically  normal  survivors 
for  children  who  had  had  prehospital  cardiac 
arrest.  Of  88  patients  in  our  study  who  were 
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pulseless  and  apneic  in  the  prehospital  set- 
ting, four  (4.5  percent)  survived.  One  was 
severely  delayed,  two  returned  to  neurologi- 
cal baseline  (one  normal  and  the  other 
delayed),  and  one  was  lost  to  follow-up. 

There  are  several  advantages  of  an 
intraosseous  infusion  prehospital  protocol. 
One  advantage  is  that  ACLS  medications  can 
be  administered  even  though  IV  access  has 
failed.  Another  advantage  is  that  the 
paramedic  with  intraosseous  infusion  skills 
approaches  a pediatric  patient  in  a life-threat- 
ening situation  with  the  knowledge  that 
intraosseous  access  may  be  quickly  and  easily 
obtained  in  most  patients;  that  knowledge 
should  raise  his  confidence  level  and  improve 
his  efficiency  in  an  extremely  stressful  situa- 
tion. The  final  advantage  is  that  the 
paramedic  spends  less  time  trying  to  obtain 
intravascular  access  when  he  performs 
intraosseous  infusion;  that  allows  him  to  con- 
centrate on  other  aspects  of  advanced  cardiac 
life  support  and  diminish  scene  times. 

As  a result  of  this  study,  the  Medical  Con- 
trol Physician  Subcommittee  of  the  Emergen- 
cy Medical  Services  Advisory  Council  for 
South  Carolina  has  required  that  every 
paramedic  undergo  formal  training  in  the 
intraosseous  infusion  technique  either  in  the 
initial  training  or  recertification  training. 
Thus  intraosseous  infusion  will,  in  effect,  be 
mandatory  for  every  emergency  medical  ser- 
vice in  South  Carolina. 

The  author  recommends  that  emergency 
medical  services  which  utilize  intraosseous 
infusion  establish  a teaching  system  which 
incorporates  a didactic  session  as  well  as  a 
hands-on  laboratory  session.  Strict  adherence 
to  a “standing  orders”  protocol  allows  the 
paramedic  both  the  freedom  to  employ 
intraosseous  infusion  immediately  without 
having  to  delay  care  by  seeking  permission 
from  on-line  medical  control  and  restricts  the 
paramedic  from  performing  the  technique 
under  inappropriate  circumstances. 

SUMMARY 

Our  data  do  not  demonstrate  that  a prehospi- 


tal intraosseous  infusion  protocol  will 
improve  the  outcome  of  prehospital  pediatric 
patients  with  cardiac  arrest.  The  number  of 
patients  in  our  study  is  too  small  to  allow  us 
to  draw  a conclusion  as  to  the  effect  of 
intraosseous  infusion  on  altering  survivability 
of  pediatric  cardiac  arrest  in  the  prehospital 
setting.  More  study  is  necessary  to  determine 
whether  there  might  be  a group  of  pediatric 
patients  with  cardiac  arrest  or  hypovolemic 
shock  who  could  potentially  benefit  in  a pre- 
hospital setting  from  this  procedure.  □ 
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HIGHLIGHTS  OF  THE  MAY  28  BOARD  OF  TRUSTEES  MEETING 


Phxsical  Therapist  Independent  Practice  Bill:  Mr.  Steve 
Williams  informed  the  board  that  Senators  Holly  Cork, 
Greg  Ryberg,  Linda  Short,  and  Tom  Moore  were  instru- 
mental in  slowing  this  piece  of  legislation  and  causing 
the  bill  to  be  placed  on  the  contested  calendar. 

HIV  Prevention  Act  of 1997:  The  board  agreed  to  sup- 


port and  cosponsor  this  bill  as  requested  by  the  president 
of  the  Arkansas  Medical  Society. 

Custom  Publication : The  board  agreed  to  develop  a cus- 
tom publication  designed  to  celebrate  the  150th  anniver- 
sary of  the  SCMA  and  also  provide  the  public  with  health 
care  information.  □ 


MEDICARE  UPDATE 


Watch  Your  Mailbox:  Each  of  the  nearly  5,000  Medicare 
providers  in  the  state  of  South  Carolina  soon  will  receive 
a complimentary  copy  of  the  Medicare  Part  B Profes- 
sional Services  Manual.  It  provides  the  information  you 
need  to  properly  file  your  claims.  Changes  to  the  man- 
ual will  be  published  in  the  Medicare  Advisory  as  they 
occur. 

Interest  Rate  Update:  HCFA  decreased  the  interest  rate 
for  overpayments  and  underpayments  to  13.5  percent, 
effective  April  24,  1997.  Medicare  applies  this  interest 
rate  to  refunds  providers  owe  after  Medicare  overpays 
their  claims.  Medicare  also  applies  this  interest  rate  to  the 
amount  Medicare  owes  providers  when  they  have  not 
paid  their  benefits  within  30  days  of  an  appeal  or  hear- 
ing determination. 

Use  Caution  When  Signing  Home  Health  Form:  Physi  - 
dans  can  be  penalized  for  signing  a plan  of  care  (HCFA 
form  485)  for  a beneficiary  if  they  know  that  the  bene- 
ficiary does  not  meet  the  requirements  for  the  Medicare 
home  health  benefit.  A penalty  of  $5,000  or  three  times 


the  amount  of  payments  for  home  health  services  made 
pursuant  to  the  signing  of  the  plan  of  care  may  be 
assessed.  Please  refer  to  your  June  1997  Medicare  Advi- 
soiy  for  more  information  on  the  requirements  for  the 
home  health  benefit. 


Merger  and  Acquisition  Procedures : When  existing 
Medicare  providers  merge  with  or  are  acquired  by  other 
providers,  they  must  complete  the  following  forms: 


Form 

HCFA  855  Application 

Medicare  Participating 
Physician  Agreement 

EDI  Application 


Haw  Tq  QhtaLn  It 

Call  provider  services 
at  (803)  788-5568 

Call  providers  services 
at  (803)  788-5568  or  com- 
plete the  form  in  the  back  of 
the  Enrollment  Package  Fee 
Schedule 

Call  EDI  Help  Desk  at  (803) 
788-9751  □ 


MEDICAID  UPDATE 


Change  in  Billirui  For  Medroxyprogesterone  Acetate 
( Depo-Provera ) Injections  for  Contraceptive  Purposes: 
Effective  with  dates  of  service  on  or  after  June  1,  1997, 
Medroxyprogesterone  Acetate  for  contraceptive  use,  150 
mg,  should  be  billed  using  injection  code  J 1055.  The  fre- 
quency for  J 1055  will  be  one  every  60-90  days.  Please 
note  that  the  supplemental  code  currently  used  to  bill  for 
this  injection,  S9872,  will  be  non-covered  for  dates  of  ser- 
vice after  May  13,  1997.  When  billing  for  Medrox- 
yprogesterone Acetate  for  treatment  purposes,  injection 
code  J1050  Medroxyprogesterone  Acetate,  100  mg, 
should  be  billed  using  the  appropriate  number  of  units 
given. 

Medroxyprogesterone  Acetate  injections  for  contracep- 
tive use  are  non-covered  by  Medicare.  When  a dually  eli- 
gible Medicare/Medicaid  patient  receives  this  injection, 
code  J 1055  should  be  billed  on  a HCFA  1500  claim  form 
with  no  mention  of  Medicare  eligibility. 

Pharmacy  Reminder:  Prescribers  are  reminded  that  the 
Medicaid  Pharmacy  Services  program  reimburses  for 
rebated  over-the-counter  (OTC)  strengths/packages  of 
histamine  HS  antagonists  (e.g.  Zantac  75,  Tagamet  HB, 
Axid  AR,  and  Pepcid  AC).  However,  prescribers  should 
note  that  the  pharmacy  must  have  a prescription  on  fde 
for  any  phamiaceutical  billed  to  the  Medicaid  Pharma- 


cy Services  program.  This  expansion  in  coverage  for  out- 
patients was  implemented  last  year  in  an  effort  to  promote 
overall  cost  effectiveness  as  well  as  to  maximize  pre- 
scriber  choice  regarding  such  pharmaceuticals. 

Last  fiscal  year,  105,000  prescriptions  for  the  prescrip- 
tion strengths  of  Zantac,  Tagamet,  Axid,  and  Pepcid  were 
authorized  for  South  Carolina  Medicaid  patients.  Fiscal 
year  1995-96  expenditures  for  these  products  totaled  $11 
million. 

Teaching  Physician  Policy:  The  subcommittee  of  the 
SCMA  Medicaid  Reimbursement  and  Policy  Ad  Hoc 
Committee  which  is  exploring  the  development  of  the 
new  teaching  physician  supervision  policy  met  on  May 
14,  1997.  More  information  about  this  is  forthcoming  in 
the  “SCMA  Newsletter.” 

Medicaid  Managed  Care  Update : Statewide  expansion 
of  the  Physician  Enhanced  Program  (PEP)  will  begin  in 
Florence,  Marion,  Horry,  and  Georgetown  counties  with 
a community  meeting  on  June  17,  1997. 

iMboring  Epidural  Reminder:  Please  refer  to  the  Med- 
icaid Bulletin  dated  May  2,  1997,  concerning  rate 
increases  for  procedure  codes  (00955)  and  (00857).  2J 


PHYSICIANS  CARE  NETWORK 
UPDATE 

With  the  addition  of  three  new  groups,  Physicians 
Care  Network  (PCN)  now  has  44  contracted  groups. 
Sales  International  was  effective  on  May  1,  1997  and 
Anderson  College  was  effective  on  June  1,  1997. 
Provider  participation  continues  to  grow.  It  is  at  an 
all-time  high,  including  4,438  physicians,  73 
hospitals,  and  over  326  ancillary  providers. 

If  you  have  questions  or  would  like  to  become  a 
participating  provider  with  PCN , please  contact 
Cindy  Osborn,  Manager,  PCN,  at  (803)  798-6207, 
extension  257  or  statewide  at  1-800-327-1021 . You 
can  also  send  her  an  e-mail  message  to 
cindy@scmanet.org. 


THE  $100,000  OFFICE  MANAGER 
AUGUST  7, 1997 

Presented  by  the  Remedi  Group,  this  workshop  will 
cover  basic  methods  for  managing  a medical 
practice,  ensuring  revenue,  and  reducing  overhead. 
You  will  learn  business  and  management  techniques 
which  can  help  you  save  or  recover  $100,000  for 
your  practice  through  better  accounts  receivable 
administration  and  efficient  overhead  management. 

Register  by  July  24,  1997.  This  workshop  will  be 
held  9:00  a.m.  - 12:00  p.m.,  with  registration 
beginning  at  8:30  a.m.  at  the  Sheraton  Hotel  and 
C onference  Center  in  Columbia.  For  more 
information,  please  call  the  SCMA  Education 
Department,  ext.  253,  at  (803)  798-6207  or  1-800- 
327-1021  statewide. 
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SGMA  PMSI — PUTTING  PHYSICIANS  FIRST 


SCMA  Practice  Management  Services,  Inc.  (SCMA  PMSI)  continues  to  grow.  Following  are  some  of  the  services 
provided  to  SCMA  members  over  the  last  month: 


• Assisted  a specialty  group  in  analyzing  the  costs/benefits  of  a computerized  patient  record  system 

• Helped  a physician  group  come  to  a cost-effective  decision  on  upgrading  its  computer  system 

• Evaluated  the  accounts  receivable  and  collections  processes  of  a surgical  group 

• Reviewed  proposed  managed  care  agreements  for  practices  ranging  from  a sole  practitioner  to  a large  multi- 
specialty group  and  a physician  organization 

• Assisted  a physician  organization  in  reviewing  its  options  and  future  strategic  direction 

SCMA  PMSI  also  announced  the  following  fee  schedule: 

SCMA  Member  Non-SCMA  Member 


• Written  review  of  managed  care  contract 

• Computer  and  information  technology  consulting 

• Strategic  planning  & operational  assistance 


$300  per  contract 
$80  per  hour 
$75  per  hour 


$500  per  contract 
$120  per  hour 
$115  per  hour 


If  you  are  interested  in  any  of  SCMA  PMSI’s  services,  or  just  wish  to  know  more  about  SCMA  PMSI,  call  Stephen 
Seeling  at  (803 ) 798-6207,  ext.  260  or  1-800-327-1021  statewide  or  send  an  e-mail  message  to  stephen@scmanet.org. 


THE  EXTINGUISHER  VISITS 
SOUTH  CAROLINA  FOR  THE  FIRST  TIME 

The  American  Medical  Association's  (AMA)  superhero,  the  Extinguisher,  made  his  first  visit  to  South  Carolina  in 
May  to  tell  the  children  in  the  upstate  about  the  dangers  of  tobacco.  The  AMA  introduced  their  “superhero”  in  Novem- 
ber of  last  year  in  Chicago  when  Randolph  D.  Smoak,  Jr.,  MD,  said  “Look  out  camels,  cowboys,  and  penguins.  Your 
days  of  enticing  kids  to  take  up  tobacco  are  coming  to  an  end.” 

While  in  Greenville,  the  Extinguisher,  with  the  assistance  of  Doctor  Nola  Know  who  is  his  mentor  and  creator  (played 
by  local  physicians),  talked  to  children  at  Monaview,  Duncan  Chapel,  and  Simpsonville  Elementary  Schools  and  the 
Salvation  Army  Boys  and  Girls  Club  about  nicotine  addiction  and  the  dangers  of  smoking.  The  Extinguisher  also  vis- 
ited the  Children’s  Hospital  of  the  Greenville  Hospital  System.  The  children  were  very  receptive  to  the  Extinguish- 
er’s message  and  were  encouraged  to  choose  a tobacco-free  lifestyle.  Each  child  left  the  program  realizing  that  one 
person  can  make  a difference — when  they  decide  not  to  smoke. 

The  Greenville  County  Medical  Society  hosted  the  visit  by  the  Extinguisher.  The  society  felt  that  the  Extinguisher’s 
visit  would  make  a positive  statement  in  the  community  about  physicians  ’ concerns  for  the  health  of  the  children  and 
realize  that  a “tobacco-free”  message  needs  to  be  directed  toward  the  elementary-age  child. 

If  your  county  medical  society  is  interested  in  scheduling  the  Extinguisher  to  visit  your  area,  call  Ms.  Michelle  Roberts 
with  the  AMA  at  (312)464-4415.  □ 
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“CANCER:  A PERSONAL  VOYAGE” 

“Cancer:  A Personal  Voyage,”  a film  based  on  the  diary  of  a young  physician,  Peter  J.  Morgan,  MD,  who  learns  at 
the  age  of  29  that  he  has  terminal  cancer,  is  thought  to  be  the  only  physician  self-record  of  a catastrophic  illness.  As 
major  medical  organizations  across  the  country  are  establishing  standards  for  end-of-life  care,  this  film  offers  insight 
for  physicians  who  treat  terminal  patients  and  to  families  dealing  with  serious  illnesses.  While  encouraging  open 
discussions  of  illness,  the  film  also  examines  such  health  care  issues  as  physician-patient  relationships,  pain  man- 
agement, and  futile  care. 

The  film  is  sponsored  by  Glaxo  Wellcome  and  is  narrated  by  actor  Matthew  Broderick.  It  will  appear  on  PBS  Fri- 
day, June  27, 1997  at  9:00  p.m.  Air  date  and  time  may  vary  by  local  station. 

GlaxoWellcome  is  making  the  film  available  on  videocassette  at  no  charge  to  physicians  and  health  care  professionals. 
These  copies  can  be  ordered  from  any  local  GlaxoWellcome  Oncology!  HIV  sales  representative  or  by  calling  1-800- 
849-8100. 


LEGISLATIVE  UPDATE 

As  this  newsletter  goes  to  press,  the  1997  session  of  the  South  Carolina  General  Assembly 
is  coming  to  an  end.  Under  state  law,  the  session  must  end  on  Thursday,  June  5,  1997. 

Several  important  pieces  of  legislation  in  the  health  care  arena  have  been  considered  this  year. 
It  appears  the  Medicaid  budget  will  be  enhanced  to  expand  coverage  for  children  up  to  age 
18  and  to  begin  a program  to  enhance  reimbursement  to  private  physicians  to  create  med- 
ical homes  for  children.  The  House  and  Senate  conferees  have  tentatively  agreed  to  this  expan- 
sion, but  the  budget  bill  has  not  yet  been  approved  by  both  Houses.  We  are  keeping  our  fingers  crossed! 

The  physical  therapy  legislation,  which  would  abolish  the  current  legal  requirement  that  physical  therapists  cannot 
treat  a patient  without  a prescription  for  physical  therapy  from  a medical  doctor  or  dentist,  has  passed  the  Senate  Labor, 
Commerce  and  Industry  Committee  and  is  now  on  the  contested  Senate  calendar.  The  SCMA  is  grateful  to  Sena- 
tors Holly  Cork  (Republican,  Beaufort),  Greg  Ryberg  (Republican,  Aiken),  Linda  Short  (Democrat,  Chester)  and 
Tom  Moore  (Democrat,  Aiken)  who  have  objected  to  the  bill.  As  the  session  ends,  the  bill  will  retain  its  place  on 
the  contested  calendar  and  will  perhaps  be  heard  by  the  full  Senate  early  next  year  if  a sufficient  number  of  votes 
can  be  gathered  to  set  the  bill  for  special  order.  This  may  occur  since  several  Senate  leaders,  including  Veme  Smith 
(Democrat,  Greenville)  and  Glenn  McConnell  (Republican,  Charleston),  are  sponsors  of  the  bill.  In  the  House,  the 
bill  is  still  in  the  House  Medical,  Military  and  Municipal  Affairs  Committee  where  it  will  remain  until  next  year.  The 
bill  also  has  strong  sponsorship  in  the  House. 

The  patient  choice  bill,  which  would  allow  some  employees  to  choose  an  open  panel  health  plan  when  their  employ- 
er only  offers  a closed  plan,  has  passed  the  Senate  and  is  currently  being  considered  by  a House  Labor,  Commerce 
and  Industry  subcommittee.  The  bill  will  not  be  considered  again  this  year,  but  will  likely  receive  heated  debate  next 
year  as  the  business  community  continues  its  efforts  to  kill  the  bill. 

Watch  for  a full  year-end  update  in  the  next  issue  of  The  Journal. 
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CARDIAC  CONSTIPATION* 


DENNIS  A.  FRIED,  M.  D.** 
L.  DIETER  VOEGELE,  M.  D. 


Although  constipation  is  rarely  associated 
with  a cardiac  etiology,  we  recently  had  occa- 
sion to  evaluate  and  treat  a unique  and  previ- 
ously unreported  presentation  of  colonic  iner- 
tia. In  North  America,  studies  have  concluded 
that  two  standard  deviations  of  the  population 
will  have  bowel  evacuations  ranging  from 
thrice  daily  to  thrice  weekly.  A significant 
number  of  patients,  particularly  women,  will 
be  seen  in  a busy  medical  practice  who  fall 
outside  this  range  and  present  with  infrequent 
or  ineffective  bowel  evacuations.  An  entire 
over-the-counter  drug  industry  revolves 
around  this  phenomenon.  In  the  colo-rectal 
physiology  lab,  we  can  objectively  identify 
and  measure  colonic  and  pelvic  floor  disor- 
ders. This  has  revolutionized  our  diagnostic 
acumen  as  it  relates  to  colonic  inertia, 
obstructed  defecation,  fecal  incontinence,  rec- 
tocele,  cystocele,  enterocele,  and  sigmoido- 
cele.  We  have  learned  that  physical  examina- 
tion by  itself  in  these  disorders  is  often  unre- 
vealing. This  case  report  will  illustrate  the  use 
of  colonic  transit  time  markers  to  evaluate  a 
patient  presenting  with  constipation  from  an 
unusual  etiology. 

CASE  REPORT 

A 71-year-old  black  female  was  seen  for 
evaluation  of  a life-long  history  of  progres- 
sive constipation  which  had  gotten  signifi- 
cantly more  problematic  in  the  prior  six 
months  since  having  had  “fluid  removed  from 
around  my  heart.”  The  patient  was  gravida 
17,  para  13,  and  abortus  four.  She  noted  two 
to  three  stools  per  week  but  was  particularly 


*From  the  Charleston  Colon  and  Rectal  Clinic, 
Charleston,  SC  (Dr.  Fried)  and  Aiken  Surgical  Associ- 
ates, Aiken,  SC  (Dr.  Voegele). 

**Address  correspondence  to  Dr.  Fried  at  1483  Tobias 
Gadson  Boulevard,  Suite  102,  Charleston,  SC  29407. 


bothered  by  the  cramping  pain  she  experi- 
enced in  the  left  upper  quadrant  and  flank. 
The  patient  also  noted  significant  straining  at 
stool.  Her  past  medical  history  revealed  that  a 
sister  had  died  from  rectal  cancer.  Physical 
examination  revealed  normal  vital  signs,  a 
benign  abdominal  examination  except  for  a 
sub-xiphoid  tube  pericardotomy  scar,  and  a 
colo-rectal  exam  showing  a large  rectocele, 
normal  endoscopy  to  55  cm,  and  a negative 
stool  hemoccult.  The  patient  was  advised  to 
undergo  a complete  colo-rectal  and  pelvic 
floor  evaluation.  Colonoscopy  could  not  be 
completed  beyond  the  splenic  flexure  because 
of  a peculiar  anatomic  deformity.  A previous- 
ly completed  colonic  transit  time  test  revealed 
marker  pellets  above  the  diaphragm  raising 
the  question  by  the  radiologist  of  a possible 
pellet  aspiration  (Figure  1).  A barium  enema 
resolved  these  findings  by  illustrating  a left 
anterior  diaphragmatic  hernia  involving  the 
transverse  colon  or  splenic  flexure  (Figure  2). 
The  records  of  the  patient’s  previous  hospital- 
ization for  “fluid  around  my  heart”  were 
finally  found  and  indicated  a sub-xiphoid  28- 
french  tube  pericardial  window  had  been 
accomplished  for  an  idiopathic  pericardial 
effusion.  Laparotomy  revealed  a five  cen- 
timeter defect  in  the  anterior  midline  of  the 
diaphragm  with  incarcerated  transverse  colon 
in  the  pericardial  sac.  The  colon  was  reduced 
into  the  abdomen  and  the  defect  closed  with  a 
Gortex  patch.  Post-operatively,  the  patient 
initially  did  well  but  developed  shortness  of 
breath  with  a chest  x-ray  revealing  a signifi- 
cant, recurrent  pericardial  effusion.  A thora- 
cotomy was  performed  and  a large  pericardial 
effusion  was  drained  and  a formal  pericardial 
window  into  the  left  chest  was  constructed. 
Studies  of  the  fluid  and  sac  specimens  were 
unrevealing  as  to  etiology.  The  patient  ulti- 
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Figure  1.  Abdominal  radiograph  obtained  during  a 
colon  transit  time  study  indicating  colonic  marker 
pellets  (white  arrows)  above  diaphragm. 


Figure  2.  Barium  enema  spot  film  illustrating 
transverse  colon  herniating  through  the  diaphragm 
and  into  the  pericardium  with  a marked  constriction 
(black  arrows). 

mately  recovered  and  was  discharged. 

DISCUSSION 

Chronic  pericardial  effusions  may  be  infec- 
tious, inflammatory,  malignant,  or  idiopathic. 
When  the  effusion  becomes  hemodynamical- 
ly  significant  then  a route  of  egress  should  be 


established.  A pericardial  window  into  the 
chest  may  require  a thoracotomy;  a simple 
tube  pericardotomy  would  seem  to  be  very 
appealing  particularly  in  the  elderly  as  was 
the  case  with  this  patient.  Defects  in  the 
diaphragm  are  usually  thought  of  in  terms  of 
congenital  and  traumatic  origins.  We  have 
presented  an  unusual  iatrogenic  cause.  This 
finding  was  originally  labeled  as  a classic 
anterior  foramen  of  Morgagni  hernia.  Howev- 
er, these  are  hernias  into  the  chest  and  occur 
most  often  on  the  right  side.  Our  patient  had 
bowel  incarcerated  in  the  pericardium  and  on 
reflection  represented  a potential  series  of 
complications  and  disasters  if  left  undiag- 
nosed and  unattended.  Several  other  interest- 
ing points  should  be  mentioned.  Firstly,  one  is 
tempted  to  speculate  why  this  defect  persisted 
after  the  patient’s  tube  had  long  since  been 
removed.  We  wonder  if  the  chronic  effusion 
may  have  been  responsible  for  the  persistence 
of  the  pericardotomy  by  virtue  of  its  contin- 
ued flow  into  the  abdomen.  This  may  be 
inferred  from  the  recurrence  of  the  pericardial 
effusion  after  the  first  operation  in  which 
impermeable  Gore-Tex  was  used. 

Secondly,  the  approach  to  such  defects  may 
be  problematic — abdominal  for  enhanced 
mesenteric  vascular  control  versus  chest  for 
enhanced  visibility  and  reducibility. 
Although  ours  was  initially  an  abdominal 
approach,  the  need  to  resect  pericardium  for  a 
formal  window  may  mitigate  in  favor  of  a 
chest  approach  especially  when  recurrent 
effusions  are  a concern.  The  increasing  use  of 
the  tube  pericardotomy  should  alert  all  physi- 
cians who  see  these  patients  to  this  potential 
post-operative  complication.  □ 
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ELEANORA  BENNETTE  SAUNDERS:  A 
PIONEERING  PSYCHIATRIST 

UTA  P.  ANDERSON,  R.  N.,  M.  N„  C.  P.  H.  Q * 


One  is  always  intrigued  when  streets  and 
buildings  are  named  after  someone.  At  the 
back  of  the  downtown  Columbia  campus  of 
the  South  Carolina  State  Hospital  is  the  Saun- 
ders Building  and  Saunders  Road.  They  were 
both  named  to  honor  Dr.  Eleanora  Bennette 
Saunders.  Nora,  as  her  family  called  her,  was 
born  near  York,  South  Carolina,  on  January 
17,  1883. 1 She  grew  up  in  McConnelsville 
and  attended  Winthrop  College,  as  did  her 
two  sisters  who  became  school  teachers.  Her 
father  was  a merchant  and  served  in  the  South 
Carolina  House  of  Representatives  from  1909 
to  1914.  She  was  an  exceptionally  bright  stu- 
dent and  was  awarded  a scholarship  to  the 
Medical  University  of  South  Carolina  in 
Charleston  by  Governor  D.  C.  Heyward.2 
When  she  graduated,  the  following  appeared 
in  The  State : “The  78th  annual  commence- 
ment exercises  of  the  Medical  College  of 
South  Carolina  which  will  take  place  on 
Wednesday  night  at  the  Academy  of  Music 
will  be  especially  memorable  for  the  reason 
that  it  marks  the  first  time  in  the  history  of 
that  venerable  institution  and  probably  the 
history  of  any  medical  college  in  this  country 
that  the  first  honor  of  the  graduating  class 
goes  to  a woman,  Miss  Eleanora  B.  Saunders 
of  McConnelsville.”3  She  finished  in  a class 
of  21  students. 

Dr.  Saunders  came  to  work  at  the  South 
Carolina  State  Hospital  in  May  1907.  She 
was  licensed  to  practice  “Physic  and  Surgery” 
by  the  South  Carolina  State  Board  of  Medical 
Examiners  on  June  13,  1907. 4 In  1909,  Dr. 
Babcock,  the  State  Hospital  Superintendent 
and  the  Regents  of  the  Hospital,  requested  a 
legislative  investigation  to  “put  the  legislature 


*C.  M.  Tucker,  Jr./Dowdy-Gardner  Nursing  Care 
Center,  2200  Harden  Street,  Columbia,  SC  29203. 


in  closer  touch  with  the  conditions  at  the  hos- 
pital.” It  had  been  plagued  by  overcrowding 
and  insufficient  means  to  provide  the  stan- 
dard of  care  the  staff  felt  should  exist  for 
many  years.  The  testimony  Dr.  Saunders  gave 
in  these  hearings  provides  a considerable 
amount  of  insight  into  what  it  was  like  for  a 
physician  working  at  the  State  Hospital  dur- 
ing that  time.5  Dr.  Saunders  stated  she  was 
responsible  for  the  white  female  wards  on  the 
North  Wing  of  what  we  call  the  Babcock 
building  today.  She  reported  that  she  had  47 1 
female  patients  under  her  charge  and  3 1 nurs- 
es, but  no  assistant  physicians.  The  nurses 
included  12  or  13  graduates  and  the  remain- 
der were  students.  She  was  also  responsible 
for  four  “scrubbers,”  which  probably  meant 
housekeepers.  She  stated  there  were  15 
wards.  Four  had  three  nurses  and  only  two 
nurses  served  on  the  rest  of  the  wards  in  a 24- 
hour  day.  Two  wards  had  more  than  150 
patients  which  were  “habitually  untidy.”  It 
was  next  to  impossible  to  divide  patients  up 
by  their  type  of  care  needs  because  the  space 
did  not  exist.  The  State  Hospital  population 
of  geriatric,  adolescent,  mentally  ill,  mentally 
retarded,  forensic,  and  epileptic  patients  and 
substance  abuse  cases  were  all  taken  care  of 
under  the  same  roof.  During  this  time  (1907- 
1909),  four  physicians,  which  included  Dr. 
Babcock,  took  care  of  1,500  to  1,600  patients 
that  were  housed  in  the  five  buildings  and  a 
few  wooden  “shacks”  on  the  old  part  of  the 
downtown  campus.  In  1909,  a fifth  physician 
was  added,  but  the  census  also  continued  to 
climb. 

Dr.  Saunders  testified  that  her  daily  routine 
consisted  of  rounds  at  9:00  a.m.  and  4:00 
p.m.  She  stated  that  sometimes  these  took 
considerable  time  when  problems  arose.  She 
had  established  a receiving  ward  where 
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patients  were  weighed  and  given  a thorough 
physical  after  which  she  filled  out  cards  con- 
taining the  history  of  the  case.  Then  the 
patients  were  bathed  and  medically  treated  if 
necessary.  Dr.  Saunders  stated  that  a mental 
examination  required  months  to  complete. 
New  cases  were  kept  in  bed  for  two  weeks 
and  watched  closely  both  for  their  sakes  and 
because  of  her  interest.  She  only  kept  a clini- 
cal chart  in  infectious  cases.  She  described 
the  death  rate  on  her  wards  as  low  (six  per- 
cent)6 and  quoted  a two  percent  rate  of  tuber- 
culosis amongst  her  female  patients.  She  had 
moved  most  of  the  latter  to  a sun  porch.  Dr. 
Saunders  explained  that  she  had  no  problems 
with  vermin  on  her  wards.  All  wards  were 
sprayed  with  a mixture  of  carbolic  acid  and 
turpentine  to  control  vermin  with  apparently 
varying  degrees  of  success.  The  male  wards 
continued  to  have  problems.  She  stated  that  in 
some  cases  of  mental  illness,  drugs  and  tonics 
were  advisable  but  she  primarily  recommend- 
ed exercise,  diversion,  amusement,  and  work. 
She  also  explained  that  “electric  treatment” 
was  good  when  used  intelligently. 

Dr.  Saunders  lived  on  the  second  floor  of 
the  Babcock  building  and  was  handy  for  all 
emergencies  which  she  seems  to  have  han- 
dled with  efficiency  and  enthusiasm.  She  was 
constantly  seeking  for  ways  to  improve  the 
work  required  and  life  for  the  patients.  She 
standardized  the  hospital  record  keeping  sys- 
tem, set  up  a central  supply  room,  and 
ordered  supplies  as  needed,  made  improve- 
ments in  how  the  dining  facilities  functioned 
and  stubbornly  pursued  learning  how  to  do 
the  newly  discovered  Wasserman  test  in  order 
to  help  those  patients  that  were  infected.  At 
that  time,  Salvarsan  and  Neosalvarsan  was 
used  for  syphilis.  The  latter  effort  earned  her 
a lot  of  criticism  for  unladylike  behavior. 
However,  Dr.  Babcock  thought  highly  of  her 
and  encouraged  her  “projects.” 

In  1914,  both  Dr.  Saunders  and  Dr.  Bab- 
cock resigned  from  the  State  Hospital  due  to 
an  unpleasant  situation  created  by  the  Gover- 
nor of  South  Carolina  at  that  time.  He  held  a 
grudge  against  Dr.  Babcock  for  some  issue 


related  to  the  murder  trial  of  Colonel  James 
H.  Tillman,  his  good  friend.  Colonel  Tillman 
had  shot  and  killed  the  editor  of  The  State,  N. 
G.  Gonzales,  in  an  altercation  on  the  comer 
of  Main  and  Gervais  Streets  in  1903.  In  The 
State  dated  Sunday,  February  8,  1914,  it 
quotes  his  testimony  that  he  came  into  the 
office  with  the  full  intention  of  removing  Dr. 
Babcock  from  the  State  Hospital  for  that  rea- 
son. He  appears  to  have  started  on  this  plan  in 
1912  when  he  appointed  new  members  to 
four  of  the  five  Regent  positions  and  contin- 
ued it  when  he  changed  three  more  in  1913. 
That  summer  the  Regents  failed  to  renew  the 
appointment  of  the  pathologist.  Dr.  Ernest 
Cooper,  and  the  dentist.  Dr.  S.  F. 
Killingsworth.  For  22  years,  the  Regents  had 
always  considered  Dr.  Babcock’s  recommen- 
dations related  to  the  staff  of  the  hospital  and 
followed  them.  On  this  occasion  his  opinion 
was  not  even  requested.  On  September  12, 
1913,  the  governor  sent  Dr.  Babcock  a letter 
suggesting  that  he  ask  for  Dr.  Saunders  resig- 
nation for  “interfering  with  the  work  of  the 
other  physicians.”  The  governor  had  obvious- 
ly solicited  complaints.  Dr.  Griffin  still  had 
strong  feelings  about  the  fact  that  Dr.  Bab- 
cock had  replaced  his  father  as  Superinten- 
dent of  the  State  Hospital  in  1891  as  the 
result  of  a political  appointment  from  Gover- 
nor B.  R.  Tillman.  Dr.  Thompson,  a Southern 
gentleman,  had  difficulty  dealing  with  the 
personality  of  his  young  female  colleague.  In 
those  days,  Dr.  Saunders’  behavior  was  most 
uncharacteristic  for  a woman.  His  testimony 
reveals  that  he  felt  Dr.  Babcock  favored  her. 
On  December  12,  1913,  a hearing  was  held  at 
the  hospital  which  included  the  governor, 
four  of  the  five  Regents,  three  of  the  other 
assistant  physicians,  Dr.  Babcock,  and  Dr. 
Saunders.  She  had  less  than  24-hours  notice 
of  what  it  was  all  about  and  was  surprised 
that  there  was  a problem.  She  called  her 
father  and  he  came  with  his  attorney  to  assist 
her.  The  charge  against  her  was  interfering 
with  the  work  of  the  medical  staff  in  the  dis- 
charge of  their  duties  and  going  into  the  lab 
with  Dr.  Cooper  day  after  day  to  leam  how  to 
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do  a test  for  the  purpose  of  studying  a “loath- 
some disease.”  Though  Dr.  Cooper’s  appoint- 
ment had  not  been  renewed,  he  had  continued 
to  assist  her  so  that  she  could  learn  how  to  do 
the  Wasserman  test  by  herself.  Dr.  Cooper 
and  his  attorney  also  arrived  to  attend  the 
hearing  but  they  and  Dr.  Saunders’  father  and 
his  attorney  were  not  permitted  in  the  room. 
During  the  proceedings,  the  Governor  ques- 
tioned Dr.  Griffin  and  asked,  “Dr.  Saunders  is 
a single  woman  is  she  not?”  Dr.  Griffin 
replied  with  a sneer,  “She  is  supposed  to  be.” 
No  real  action  except  the  request  of  the  gov- 
ernor for  a legislative  investigation  resulted 
from  what  was  later  called  the  December 
“trial”  of  Dr.  Saunders.  A committee  of  three 
senators  and  three  members  of  the  House  of 
Representatives  supported  by  a marshall  and 
a stenographer  was  appointed  to  conduct  a 
hearing  into  the  charges  against  her,  and  the 
charges  against  Dr.  Babcock  for  upholding 
her  in  her  defiance  of  the  rules  and  the  wishes 
of  the  Board  of  Regents.  The  hearings  were 
held  in  the  Supreme  Court  Room  of  the  State 
House.  Several  of  the  Regents,  the  assistant 
physicians  from  the  State  Hospital,  Governor 
Blease,  Dr.  Babcock,  Dr.  Saunders,  and  for- 
mer Governor  B.  R.  Tillman,  then  a United 
States  Senator,  were  questioned  by  the  chair 
of  the  investigating  committee.  Dr.  Saunders 
conducted  most  of  the  cross  examination. 
This  could  be  considered  “true  grit”  in  a day 
when  women  were  still  fighting  for  the  right 
to  vote.  The  basis  of  the  charges  were  that  she 
had  borrowed  some  instruments  from  the  lab; 
she  had  allowed  a female  patient  on  one  of 
the  other  physician’s  wards  to  see  her  hus- 
band during  the  21 -hours  a day  that  she  cov- 
ered his  wards,  she  had  ordered  supplies 
when  they  felt  she  should  have  consulted 
with  them  before  she  ordered  things,  she  had 
organized  the  card  file  of  all  patient  records 
so  it  was  consistent  for  the  whole  hospital, 
she  had  ordered  a tray  for  a nurse  on  Dr.  Grif- 
fin’s ward  who  was  ill  when  Dr.  Griffin  felt 
he  should  only  have  fluids,  and  she  had  told 
one  of  the  other  physicians  he  needed  to  wait 
until  she  had  completed  her  dictation  to  the 


stenographer,  which  had  been  in  progress 
when  he  interrupted  and  started  his  dictation. 
The  testimony  established  her  competence, 
devotion,  and  hard  work  and  brought  out  the 
fact  that  she  rarely  did  things  without  Dr. 
Babcock’s  knowledge  and  permission.  It 
made  those  bringing  charges  and  personal 
feelings  against  her  into  the  hearing  look 
somewhat  foolish.  Both  the  nurses  from  the 
hospital  and  the  Columbia  Women’s  Club  ral- 
lied around  her  and  their  letters  to  the  editor 
are  found  in  The  State.  The  headlines  of  the 
newspaper  on  February  26,  1914,  read,  “Dr. 
Saunders  Exonerated  by  Legislative  Probers.” 
The  text  of  that  article  states,  “the  few 
insignificant  acts  on  which  the  complaints 
were  based  were  direct  results  of  the  request 
from  the  superintendent,  her  superior  officer.” 
The  article  condemns  the  “trial”  she  was  put 
through  by  the  Governor  and  the  Regents  as 
“irresponsible  use  of  power.” 

On  March  5,  1914,  the  newspaper 
announced  the  resignation  of  Dr.  Babcock 
and  Dr.  Saunders.  In  that  same  year,  she 
helped  Dr.  Babcock  established  Waverly  San- 
itarium, a private  psychiatric  hospital  in 
Columbia.  During  the  years  she  worked  at 
Waverly,  she  attended  Chicora  College  for 
Woman  and  earned  a Bachelor  of  Science 
degree.  In  1919,  she  left  to  work  at  St.  Eliza- 
beth’s in  Washington,  D.  C.  While  there,  she 
completed  a degree  for  Doctor  of  Philosophy 
at  George  Washington  University.4  In  the  mid 
1920s,  she  left  St.  Elizabeth’s  and  went  to 
work  at  Sheppard  Pratt  in  Baltimore,  Mary- 
land. She  remained  there  for  the  rest  of  her 
life  until  her  death  on  September  26,  1933. 
She  is  buried  in  York,  South  Carolina. 

Dr.  Saunders’  remarkable  energy  and  enthu- 
siasm seem  to  have  prevailed  throughout  her 
life.  In  addition  to  her  stubborn  pursuit  to  uti- 
lize the  newly  discovered  Wasserman  test  to 
benefit  her  patients,  she  engaged  in  research 
on  pellagra.  This  vitamin  deficiency  disease 
caused  the  admission  and  death  of  many 
patients  at  the  State  Hospital  in  those  days. 
Symptoms  of  mental  illness  accompanied  the 
latter  stages  of  the  disease.  The  presentations 
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that  she  gave  at  the  1909  and  1912  Interna- 
tional Conferences  on  Pellagra,  which  were 
held  at  the  State  Hospital,  are  entitled,  “The 
Gynecological,  Obstetrical  and  Surgical 
Aspects  of  Pellagra,”  7 and  “The  Coexistence 
of  Pellagra  and  Beri  Beri.”8  Both  are  meticu- 
lous accounts  of  her  observations.  In  addition 
to  the  studies  already  described,  she  attended 
a course  of  lectures  and  clinics  in  dermatolo- 
gy, neurology,  and  clinical  microscopy  at  the 
New  York  Polyclinic  Medical  School  and 
Hospital  for  six  weeks  in  1908,  completed  a 
course  in  electro  and  hydrotherapy  at  Penn- 
sylvania Orthopedic  Institute  and  School  of 
Mechano-Therapy  in  1910,  completed  a 
degree  of  Graduate  in  Voice  at  Columbia  Col- 
lege in  1911,  and  completed  an  international 
extension  course  in  nervous  and  mental  dis- 
ease from  Fordham  University  School  of 
Medicine  in  1912.  In  1924,  she  visited  clinics 
and  hospitals  in  Paris,  Berlin,  Utrecht,  Brus- 
sels, and  London.  In  the  winter  of  1928-1929, 
she  returned  to  Europe  to  work  with  Franz 
Alexander,  the  well-known  psychoanalyst.4 

Dr.  Saunders  was  gifted  with  the  intelli- 
gence and  motivation  to  serve  in  the  medical 
profession  during  a time  when  the  role  of 
women  was  still  defined  as  belonging  in  the 
home  as  a wife  and  mother.  It  took  great 
courage  and  determination  for  a woman  to 


assume  this  pioneer  role  in  the  early  1900s. 
Her  remarkable  professional  career  definitely 
deserves  to  be  recorded  and  preserved.  □ 
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Editorials 

OF  HEGEL  AND  HEALTH  CARE  FINANCING 


Our  country’s  experiment  with  managed 
care  evokes  protests  from  many  quarters. 
Patients  protest  that  services — and  especially 
the  high  technology  to  which  they  have 
become  accustomed — are  frequently  denied. 
Physicians  protest  that  the  “hassle  factor”  of 
medical  practice  has  never  been  greater.  Aca- 
demics protest  that  erosion  of  the  financing  of 
our  great  teaching  hospitals  threatens  the  fab- 
ric of  medical  education.  Managed  care  also 
threatens  the  idea  of  professional  solidarity, 
not  only  by  lumping  us  with  other  health  care 
providers,  but  also  by  pitting  practice  against 
practice,  system  against  system.  A recent  arti- 
cle in  Time  proclaims:  “Doctors,  patients, 
unions,  legislators  are  fed  up  and  say  they 
won’t  take  it  anymore.”1  What  next? 

We  should  take  heart  for  at  least  two  rea- 
sons. First,  managed  care  as  we  now  know  it 
is  unlikely  to  last  without  serious  modifica- 
tions. Second,  we  have  by  no  means  forfeited 
the  right  to  work  with  everyone  else  toward 
better  solutions  for  health  care  financing. 

The  concept  of  managed  care  or  capitation 
was  of  course  an  inevitable  reaction  to  the 
shortcomings  of  the  fee-for-service  system. 
The  public  largely  shared  our  perception  that 
American  medicine  was  secondary  to  none, 
but  became  increasingly  skeptical  of  its  abili- 
ty to  pay  for  a system  that  consumed  $1  out 
of  every  $6  of  the  gross  domestic  product. 
There  was  also  the  dilemma  of  some  45  mil- 
lion citizens  being  without  any  plan  for  regu- 
lar health  care.  The  fee-for-service  system 
gave  physicians  little  or  no  incentive  to  hold 
down  costs  despite  the  many  exhortations  to 
do  so.  Put  simply,  the  fee-for-service  system 
encouraged  overuse  of  services  while  man- 
aged care  encourages  underuse.  Is  it  possible 
to  strike  a healthy  mean? 

The  answer  is  yes,  with  the  caveat  that  no 
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(Thesis  4 ) 
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According  Hegel’s  dialectic,  the  tension  between  and 
old  idea  (thesis)  and  its  opposite  (antithesis)  prompts 
a new  synthesis  with  features  of  both.  The  synthesis 
becomes  a new  thesis,  which  in  turn  gives  rise  to  a 
new  antithesis  (modified,  after  Washburn1). 

solution  is  permanent.  Changes  in  health  care 
financing  are  likely  to  come  about  not  so 
much  by  the  replacement  of  older  concepts 
with  newer,  better  ones  (evolution)  but  rather 
by  the  ongoing  tension  between  one  idea  and 
another.2  Georg  Wilhelm  Friedrich  Hegel 
(1770-1831),  the  great  German  idealist 
philosopher,  stated  this  famously  as  the 
dialectical  method.  With  apologies  to  serious 
Hegelians  (whose  ranks  include  Dr.  William 
H.  Hunter  of  Clemson,  S.C.),  Hegel’s  method 
consists  of  dialectical  triads  of  thesis,  antithe- 
sis, and  synthesis  (Figure).  The  inevitable 
flaws  in  any  idea  or  structure  (thesis)  gener- 
ate the  need  for  its  opposite  (antithesis),  but 
neither  the  thesis  nor  the  antithesis  survives 
intact.  A synthesis  emerges  containing  ele- 
ments of  both.  This  becomes  the  new  thesis, 
and  the  cycle  continues. 

From  the  Hegelian  viewpoint,  we  now  wit- 
ness a struggle  between  one  thesis  (fee-for- 
service)  and  its  antithesis  (managed  care  or 
capitation).  As  a thesis,  fee-for-service  was 
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not  all  bad;  as  an  antithesis,  managed  care  is 
not  all  good.  Compromises  will  inevitably 
emerge  that  contain  elements  of  both  the  old 
and  the  new  systems.  One  can  imagine,  for 
example,  that  Americans  will  eventually 
accept  the  notion  that  access  to  health  care 
should  be  be  a graded  phenomenon  in  which 
nobody  is  denied  life-saving  measures  but  in 
which  many  “luxury”  services  are  predicated 
on  the  ability  to  pay  (for  years,  I’ve  been  puz- 
zled why  we’re  so  comfortable  with  the  den- 
tist’s offering  us  a menu  of  metals  for  our  fill- 
ings, yet  uncomfortable  with  applying  this 
concept  to  medical  practice).  The  new  syn- 
thesis will  prevail  for  a while,  but  cracks  will 
prompt  the  search  for  something  even  better. 

Hegel  was  able  to  express  his  ideas  with 
unusual  clarity  in  part  because  the  German 
aufheben  literally  means  “to  lift  up”  but  also 
means  both  “to  cancel”  and  “to  preserve.”  In 
working  with  others  in  search  of  better  ways 


to  finance  health  care  delivery,  we  should 
acknowledge  the  limitations  of  the  old  fee- 
for-service  system  while  seeking  to  preserve 
its  finer  aspects.  Through  participation  in 
organized  medicine,  we  should  network  in 
ways  that  promote  dialogue  and  goodwill 
among  our  ranks,  especially  because  man- 
aged care  systems  promote  a “divide  and  con- 
quer” mentality  common  to  the  marketplace. 

Hegel  died  during  a cholera  epidemic.  In  a 
fee-for-service,  he  would  now  be  admitted  to 
the  hospital  and  given  IV  fluids  until  he 
recovered.  In  a capitated  system — well,  let’s 
just  hope  he’d  have  the  right  case  reviewer! 

— CSB 
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On  the  C over. 

LEONIDAS  MICHAEL  STOKES,  M.  D.,  1879-1945 


When  Julius  Heyward  Taylor,  M.  D.,  found 
it  necessary  to  resign  the  office  of  president 
of  the  South  Carolina  Medical  Association  in 
July  of  1937,  Dr.  L.  M.  Stokes  stepped  up 
from  the  vice-presidency  to  assume  the  duties 
of  the  president.  Leonidas  Michael  Stokes 
was  bom  April  6,  1879,  on  an  ancestral  plan- 
tation along  the  Edisto  River  in  Colleton 
County  near  Canadys.  He  received  his  early 
education  in  Colleton  County  then  attended 
the  South  Carolina  College  from  which  he 
graduated  in  1902.  He  returned  to  Colleton 
County  and  taught  for  a year  before  entering 
the  Medical  Department  of  the  University  of 
Georgia.  After  a year,  he  transferred  to  the 
Medical  College  of  the  State  of  South  Caroli- 
na from  which  he  graduated  in  1906.  Dr. 
Stokes  served  an  internship  at  Roper  Hospital 
before  going  to  Walterboro  to  settle  and  prac- 
tice general  medicine.  After  16  years  of  gen- 
eral practice,  he  pursued  post-graduated 
courses  in  the  diseases  of  the  eye,  ear,  nose, 
and  throat  in  New  York  and  confined  himself 
to  that  specialty. 

Dr.  Stokes  showed  a strong  interest  in  orga- 
nized medicine  and  served  as  president  of  the 
Colleton  County  Medical  Society,  president 


of  the  Coastal  Medical  Society,  member  of 
the  State  Board  of  Medical  Examiners,  chair- 
man of  the  Board  of  Health  for  the  town  of 
Walterboro,  and  as  health  physician  for  Wal- 
terboro. In  addition,  he  served  as  vice-presi- 
dent of  the  South  Carolina  Medical  Associa- 
tion from  which  he  became  president  of  the 
state  organization.  Dr.  Stokes  also  served  as 
chief  of  staff  of  the  Charles  Dom  Hospital  in 
Walterboro,  and  during  World  War  II  he 
served  as  chairman  of  the  Emergency  Medi- 
cal Defense  for  Colleton  County.  He  also 
served  on  the  Board  of  Trustees  of  the  Medi- 
cal College  of  the  State  of  South  Carolina 
from  1941  until  his  death. 

In  The  Journal  of  the  South  Carolina  Medi- 
cal Association  (v.  41,  p.  256)  for  1945,  the 
notice  regarding  Dr.  Stokes’  death  reads: 
“Few  physicians  in  South  Carolina  have  been 
loved  more  by  his  colleagues  than  was  Dr. 
Stokes.  His  gracious  manner,  his  Southern 
courtesy,  his  keen  intellect,  and  his  winsome 
humor  made  him  a physician  of  whom  the 
profession  is  justly  proud.” 

Jane  Brown,  Curator 

Waring  Historical  Library 
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On  May  4,  1997,  the  South  Carolina  Medical  Association  Alliance  (SCMAA)  and  South  Car- 
olina Institute  for  Medical  Education  and  Research  (SCIMER)  Scholarship  Committee  had  the 
pleasure  of  presenting  14  $1,500  scholarships  to  students  from  the  University  of  South  Carolina 
School  of  Medicine  (USCSM)  and  Medical  University  of  South  Carolina  (MUSC)  School  of 
Medicine  . 

The  recipients  are  chosen  by  an  interview  process  conducted  by  the  Scholarship  Committee  in 
Columbia  and  Charleston,  and  are  determined  by  need,  academics,  extracurricular  involvement, 
and  interpersonal  skills.  This  was  a difficult  task  as  all  students  interviewed  were  outstanding  and 
deserving. 

USCSM  students  receiving  scholarships  were: 

Lee  Smith  Carson 
Michael  Todd  Crump 
Glen  Noble  Dougherty,  Jr. 

Laura  Bogan  Herpel 
Lloyd  McCrary  Kapp,  Jr. 

Ariel  Alejandro  Pertile 
Brian  Raymond  Whirrett 

MUSC  students  receiving  scholarships  were: 

Amanda  Guyton  Drosieko 
Patricia  Ann  Gilroy 
Lee  Ellis  Hall 
Kimberly  Moore  Martin 
Edgar  Lowndes  Ready,  IV 
Donna  Rae  Roberts 
Christopher  Joe  Robinson 

Other  scholarships  given  were: 

Cardiology  Consultants  of  Spartanburg  ($1,000  each) 

Jennifer  Jayne  Adams  and  Susan  Michelle  Edwards 

SCIMER  Academic  Research  Scholarship  ($2,000) 

Donna  Rae  Roberts 


Mrs.  C.  Birnie  Johnson  (Virgina) 
SCMAA  Scholarship  Chairperson 
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GROUP  OF  RESIDENCY-TRAINED 
EMERGENCY  PHYSICIANS:  Need  board 
certified  EM  independent  contractor  to  fill  5- 
7,  eight  hour  shifts  per  month.  120  bed  hospi- 
tal in  rural  upstate  South  Carolina.  Fax  CV  to 
1-864-888-1403. 

FAMILY  PRACTICE/PRIMARY  CARE: 

Practice  opportunities  in  South  Carolina  for 
experienced  practitioners  on  a full-time  or 
part-time  basis.  If  you  are  looking  for  a little 
extra  “butter  and  egg”  money,  we  have  short- 
term placement.  When  you  are  considering 
making  a change  in  your  job  status,  we  would 
be  honored  to  discreetly  represent  you.  Jennie 
‘ Ware  Family  Medical  Services,  Inc.,  provides 
the  highest  quality  provisional  contract  medi- 
cal services  to:  family  practices, 

clinics/urgent  care  centers,  hospital  systems, 
nursing  homes  and  assisted  living  centers, 
and  multidisciplinary  groups  or  networks.  We 
are  located  in  Greenville,  SC.  For  more  infor- 
mation, call  toll-free  (888)  593-6737,  or  visit 
our  website  http://www.jennieware.com. 

FAMILY  PRACTICE,  INFECTIOUS  DIS- 
EASE, ORTHOPEDIC  SURGERY— Prac 
tice  opportunities  in  Orangeburg  County  for 
experienced  practitioners  and  graduating  resi- 
dents/fellows. Practice  initiation  assistance 
and  relocation  allowance  are  available.  Locat- 
ed at  the  junction  of  1-26  and  1-95,  35  minutes 
to  Columbia  and  65  minutes  to  Charleston. 
Achieve  financial  success  in  a non-competi- 


tive environment  while  enjoying  a superior 
quality  of  life.  Contact  Dr.  Chermol,  The 
Regional  Medical  Center  at  (800)  866-6045. 

OUR  EYES  ARE  ON  THE  FUTURE- 
COME  JOIN  US!  We  are  an  unique  family 
and  multi-specialty  practice  looking  for  the 
right  physician  to  join  our  group.  We  offer  an 
established,  growing  practice  and  have  on- 
site ancillary  services  including  physical  ther- 
apy, sub-acute  infusion  services,  ultrasounds, 
etc.  with  state  of  the  art  support  systems  and 
honest,  hardworking  personnel.  We  are  open 
to  innovative  compensation  arrangements 
designed  for  you  to  fully  participate  in  all  of 
the  services  provided.  If  you  are  board  certi- 
fied or  board  eligible,  motivated,  and  would 
enjoy  practicing  medicine  in  a well-orga- 
nized, dynamic  environment,  please  forward 
your  CV  to:  Physician  Position,  P.O.  Box 
212,  Columbia,  South  Carolina,  29201. 

WANTED:  PRIMARY  CARE  PRAC- 
TICES: UCI  MEDICAL  AFFILIATES, 
INC.,  - DOCTOR’S  CARE,  PA  is  currently 
expanding  in  South  Carolina!  Seeking  prima- 
ry care  medical  practices  for  merger/acquisi- 
tion.  Would  also  consider  specialty  practices. 
Please  direct  CVs,  correspondence  to  UCI 
Medical  Affiliates,  Inc.  (dba  Doctor’s  Care, 
PA),  1901  Main  Street,  Suite  1200,  Mail 
Code  1105,  Columbia,  SC  29201,  Attn:  Prac- 
tice Acquisitions. 


June  1997 
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hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

CALL  TODAY! 
(803)566-4910 

MR  FORCE  RESERVE 


A GREAT  WAY  TO  SERVE 


25-701-0004 
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Thornton  & Thome  give  the  medical  community  something  to  think  about  this  month. 


AHA  INCREASES  DISABILITY 
PRENIUNS  (AGAIN) 


SIXTH  INCREASE  SINCE  1990 

The  American  Medical  Association 
offers  disability  insurance  to  its 
members  through  an  association  group 
contract.  Like  all  group  contracts,  this 
one  allows  the  premiums  to  be 
changed.  Premiums  have  increased  six 
times  since  1990. 

Current  premiums  are  approximately 
45%  higher  than  those  projected  prior  to 
the  1990  increase.  A premium  increase 
applies  to  all  policyholders,  thus 
insureds  with  AMA  will  be  paying 
substantially  higher  premiums  than 
those  projected  when  they  purchased 
their  coverage. 

Premiums  for  AMA  disability  insurance 
are  scheduled  to  increase  in  5 year 
brackets  based  on  age.  The  45% 
increases  we're  referring  to  are  non- 


scheduled  and  are  in  addition  to  those 
based  on  age. 

The  contractua1  provisions  of  many 
individual  disability  policies  ?je  superior 
to  those  in  group  policies.  T s begs  the 
question  "if  an  individual  policy 
provides  better  terms,  why  do 
physicians  purchase  disability 
insurance  through  the  AMA  group 
plan?" 

Many  physicians  think  the  AMA  policy 
will  cost  less.  However,  if  outlay  to  age 
65  is  considered,  an  individual  policy  will 
save  thousands  of  dollars  over  an  AMA 
policy. 

The  graph  on  the  following  page  for  a 
38  year  old  SCMA  member  shows 
outlays  to  age  65  for  coverage  through 
AMA  and  Mass  Mutual. 


MASS  MUTUAL’S  PREMIUM  IS  GUARANTEED  TO  AGE  65 


AMA’S  PROJECTED  PREMIUMS  ARE  NOT  GUARANTEED 


38-39  40-44  45-49  50-54  55-59  60-64 


$3,000  Monthly  Benefit 
180  Day  Waiting  Period 

Mass  Mutual  CMXLS92  Non-Smoker,  Class  4A 


SUMMARY 

The  contractual  provisions  of  an 
individual  disability  policy  from  Mass 
Mutual  are  superior  to  those  of  an  AMA 
policy. 

The  guaranteed  outlay  for  a SCMA 
member  to  carry  a Mass  Mutual  policy 
to  age  65  is  less  than  the  projected 
outlay  for  a policy  from  AMA. 


Premiums  for  a Mass  Mutual  policy  are 
guaranteed  to  age  65.  Premiums  for  an 
AMA  policy  are  not  guaranteed  and  can 
be  increased.  They  have  been 
increased  six  times  since  1990. 

If  you  have  your  disability  insurance 
through  the  American  Medical 
Association,  you  will  receive  better 
contractual  terms  and  lower  cost  if  you 
change  to  Mass  Mutual. 


Views  expressed  herein  are  those  of  the  authors  and  in 
no  way  represent  SCMA. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


4 Shining  Opportunity! 


Orangeburg,  South  Carolina 

FAMILY  PRACTICE 
PHYSICIAN 

Liberty  Healthcare  Corporation,  a national 
medical  management  company,  seeks  a 
BE/BC  Family  Practice  Physician  to  join  our 
group.  Practice  in  a state-of-the-art  medical 
center  at  a Fortune  $00  company. 

Our  generous  benefit  package  includes: 

■ Above  average  compensation 

■ Light  on-call  duty 

■ Relocation  assistance 

■ Malpractice  insurance 

■ CME  stipend 

■ Seven  weeks  paid  time  off 

■ 40  hour  work  week 

This  is  an  incredible  opportunity! 

For  immediate  consideration, 

please  call  MIKE  KRUG  at  800-331-7122. 

In  PA,  610-668-8800. 

Or  fax  your  CV  to  610-667-5559. 

Liberty  Healthcare  Corporation  (87), 

401  City  Ave.,  Ste.  820, 

Bala  Cynwyd,  PA  19004.  EOE. 


Ubqty 

Healthcare 

Corpo rat t o n 


Of  all  your  software 
vendor’s 
customers , 
which 
number 
are  you  ? 


Numbers  can  be  impressive  - until  you  become  one!  At  REIMBURSEMENT  SERVICES , we  believe  that  software  is  only  as 
good  as  the  service  you  receive  after  the  sale.  As  local  dealers  of  FoxMed™  Practice  Management  Software,  we  can  give  you 
the  BEST  OF  BOTH  WORLDS.  With  over  4,000  installations  nationwide,  FoxMed™  has  a proven  track  record  of  success.  And 
since  FoxMed™  is  sold  and  serviced  by  local  dealers  like  us,  you  can  be  assured  of  PERSONAL,  INDIVIDUALIZED  SERVICE 
& SUPPORT! 

FoxMed™  has  a wealth  of  features  to  help  you  manage  your  practice  in  today’s  demanding  health  care  environment  including: 


• Automatic  Payment  Posting 

• Integrated  Managed  Care  Module 

• Visual  Patient  Scheduling 

• Runs  on  Windows  3.x,  Win95,  or  NT 


• Electronic  Claims 

• Integrated  Prescription  Management 

• Integration  With  Other  Windows  Applications 

• AND  SO  MUCH  MORE  . . . 


So  if  you’d  rather  not  be  a number,  call  us  TODAY  to  arrange  a FREE,  no  obligation  demonstration! 


Reimbursement  Services  Inc. 

Electronic  Claims  Processing  & Software  for  the  Health  Care  Profession 


Post  Office  Box  27145  • Greenville,  South  Carolina  29616 
800.745.9778  • Fax:  864.458.8876  • E-mail:  rsvc@greenville.infi.net 

Since  1987 


NUMBER  7 THE  GERIATRIC  RURAL  INITIATIVE  PROJECT 


JULY  1 997  WHAT  IS  HIS  NAME? 


PAGES  235-268 


HEALTH  SCIENCES  LIBRARY 
UNIVERSITY  OF  MARYLAND  AT 
BALTIMORE 
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PAID  IV  Plus 
is! 


Plus 


Companion  Technologies 

Modern  technology  for  practice  management 


No  one  mentioned  a preauthorization.  Is  that 
something  you  can  give  her?  By  the  way , what 
is  a preauthorization? 


Leam  what  else  PAID  IV  Plus  can  do  for  you. 
Call  Companion  Technologies  for  information  or 
to  schedule  a system  demonstration. 


1-800-382-PAID  (7243) 
or  fax  (803)  699-2384 

PAID  IV  Plus.  Because  patients  can ’t  remember 
everything,  and  you  have  to. 


Mix-ups  like  this  throw  your  practice's  schedule 
off  and  frustrate  patients.  So  head  off  problems, 
and  run  your  office  smoothly  with  PAID  IV  Plus. 


PAID  IV  Plus,  Companion  Technologies'  private 
label  version  of  The  Medical  Manager*,  is  the 
complete  practice  management  software  system 
that's  easy  to  use.  With  just  a few  simple  keystrokes, 
you'll  master  managed  care  functions,  including:  ^ 


Quickly  checking  for  treatment 
preauthorizations  and  patient  eligibility 


Maintaining  insurance  policy  limits 


Handling  multiple  insurance  providers 
for  a single  patient 

Producing  numerous  practice  reports 
and  analyses 

Knowing  which  services  are  not  covered 


PAID  IV  Plus  actually  makes  “managed  care" 
manageable.  And  your  life  a lot  less  complex. 


Of  all  your  software 
vendor’s 
customers , 
which 
number 
are  you  ? 


Numbers  can  be  impressive  - until  you  become  one!  At  REIMBURSEMENT  SERVICES , we  believe  that  software  is  only  as 
good  as  the  service  you  receive  after  the  sale.  As  local  dealers  of  FoxMed™  Practice  Management  Software,  we  can  give  you 
the  BEST  OF  BOTH  WORLDS.  With  over  4,000  installations  nationwide,  FoxMed™  has  a proven  track  record  of  success.  And 
since  FoxMed™  is  sold  and  serviced  by  local  dealers  like  us,  you  can  be  assured  of  PERSONAL,  INDIVIDUALIZED  SERVICE 
& SUPPORT! 

FoxMed™  has  a wealth  of  features  to  help  you  manage  your  practice  in  today’s  demanding  health  care  environment  including: 


• Automatic  Payment  Posting 

• Integrated  Managed  Care  Module 

• Visual  Patient  Scheduling 

• Runs  on  Windows  3.x,  Win95,  or  NT 


• Electronic  Claims 

• Integrated  Prescription  Management 

• Integration  With  Other  Windows  Applications 

• AND  SO  MUCH  MORE  . . . 


So  if  you’d  rather  not  be  a number,  call  us  TODAY  to  arrange  a FREE,  no  obligation  demonstration! 


Reimbursement  Services  Inc. 

Electronic  Claims  Processing  & Software  for  the  Health  Care  Profession 


Post  Office  Box  27145  • Greenville,  South  Carolina  29616 
800.745.9778  • Fax:  864.458.8876  • E-mail:  rsvc@greenville.infi.net 

Since  1987 


The  one  common  denominator  which  brings  all  physicians  together  is  the  educational  process. 
We  all  studied  biochemistry,  physiology,  gross  anatomy,  pathology,  and  pharmacology.  We  all 
rotated  through  internal  medicine,  surgery,  ob-gyn,  and  pediatrics.  We  all  took  examinations  and 
were  duly  licensed  by  the  state  of  South  Carolina  to  practice  the  art  and  science  of  medicine.  We 
all  did  internships  and  residencies.  We  all  took  examinations  saying  that  we  were  proficient  in 
our  chosen  specialties.  We  are  all  regulated  by  the  State  Board  of  Medical  Examiners  and  the 
State  Medical  Practice  Act  which  is  South  Carolina  Code  §40-47-10,  et.  seq. 

The  problem  in  1997  is  the  “wannabes.”  They  are  the  health  care  providers  who  are  attempting 
to  legislate  themselves  into  the  practice  of  medicine  without  going  through  the  educational  pro- 
cess which  made  us  what  we  are. 

There  are  several  bills  in  the  legislative  basket  that  fit  this  description. 

• S.  130 — The  Pharmacy  Practice  Act  which  revises  the  current  Pharmacy  Act;  and, 

• S.  659— Physical  Therapy  Independent  Practice  Act  which  allows  direct  access  to 
physical  therapy  without  referral  from  medical  doctors. 

In  addition,  athletic  trainers  are  proposing  mandated  benefits  for  their  services.  Optometrists 
have  broadened  their  scope  of  practice  to  include  the  use  of  systemic  drugs  and  medical  proce- 
dures. Some  non-physician  mental  health  social  workers,  counselors,  and  marital  therapists  are 
seeking  mandated  insurance  benefits  for  their  services.  Recent  advertisements  by  some  nurse 
practitioners  in  the  midlands  area  suggest  these  providers  are  interested  in  expanding  their  role  in 
the  health  care  delivery  system. 

It  is  the  opinion  of  the  South  Carolina  Medical  Association’s  (SCMA)  Interspecialty  Council 
for  Legislative  Affairs  and  Board  of  Trustees  that  privileges  which  are  exclusively  within  the 
medical  doctor’s  purview  should  remain  so.  We  should  not  legislate  to  other  providers  privileges 
which  have  met  a time  honored  educational  process  and  assure  our  patients  quality  health  care. 

In  order  to  protect  our  patients’  interests  in  these  legislative  processes,  we  need  your  assistance. 
The  first  way  which  you  can  help  is  for  you  to  take  the  time  to  come  to  Columbia  to  testify 
before  the  legislative  committees.  This  is  not  often,  but  at  times  we  need  the  expertise  which  is 
simply  not  available  on  the  Board  of  Trustees.  Hopefully,  we  can  count  on  you  when  we  call.  The 
second  way  in  which  you  can  help  us  is  to  talk  with  your  local  legislators  about  the  aforemen- 
tioned problems.  You  command  a great  deal  of  respect  in  your  communities  and  your  influence 
with  your  representatives  can  make  a difference.  Third,  you  can  help  by  making  a financial  con- 
tribution to  South  Carolina  Political  Action  Committee  (SOCPAC)  so  that  we  can  support  those 
elected  officials  who  support  medicine  in  the  legislature. 

Throughout  the  next  year,  we  plan  to  keep  you  abreast  of  legislative  issues  via  the  The  Journal. 
Please  stay  informed  about  these  sensitive  and  important  matters.  Each  of  you  can  make  an 
impact.  We  need  your  help! 


S.  Nelson  Weston,  M.  D. 
President 
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MEDICARE  UPDATE 


July  1997 


Correct  Codine  Initiative  Update:  HCFA  has  prepared 
the  package  of  Correct  Coding  Initiative  Edits,  Version 
3.2,  effective  July  1,  1997.  It  includes  all  previous  ver- 
sions and  updates  from  January  1, 1996,  to  present  and 
is  organized  into  two  tables:  The  Comprehensive/Com- 
ponent Edits  and  Mutually  Exclusive  Edits.  You  may 
obtain  copies  from  National  Technical  Information  Ser- 
vices. To  receive  copies  by  fax  call  (703)  487-4140  and 
enter  code  8657.  For  current  prices,  or  to  receive  copies 
by  mail,  call  (703)  487-4650. 

If  you  disagree  with  a denial  of  a claim,  you  should  con- 
tact the  Medicare  Part  B Provider  Service  Center  at  (803) 
788-5568.  If  you  disagree  with  a code  pair  edit,  you 
should  contact  in  writing:  National  Correct  Coding  Ini- 
tiative, AdminiS tar  Federal,  Inc.,  P.O.  Box  50469,  Indi- 
anapolis, IN  46250-0469. 

Withdrawing  From  Medicare:  A properly  licensed 
physician  cannot  withdraw  from  the  Medicare  program 
as  long  as  he  or  she  continues  to  furnish  and  charge  for 
covered  services  provided  to  program  beneficiaries. 
Physicians  wishing  to  withdraw  from  Medicare  program 
involvement,  and  thereby  avoid  being  subjected  to 
Medicare  law  and  regulations,  would  have  to  either  stop 
treating  Medicare  beneficiaries  altogether  or  treat  them 
at  no  charge. 

Medicare  Secondary  Paver  Denials:  Did  you  forget  to 
send  in  the  primary  insurer’s  explanation  of  benefits 
(EOB),  so  Medicare  denied  your  Medicare  Secondary 
Payer  (MSP)  claim?  If  you  submit  the  claim  again  with 
the  EOB  attached,  Medicare  will  deny  your  second  claim 
as  a duplicate. 


Instead,  you  should  send  the  MSP  Unit  a copy  of  the  EOB 
and  Medicare  remittance  showing  where  we  originally 
denied  the  claim.  Medicare  will  adjust  the  claim  to 
process  for  secondary  benefits. 

Claim  Filing  Reminder — Items  32  and  33:  When  filing 
HCFA  1500  (12.90)  claim  forms,  you  must  complete 
Items  32  and  33.  Place  the  complete  physical  address  (not 
a P.O.  Box)  of  the  location  where  the  services  were  ren- 
dered in  Item  32,  and  place  your  billing  address  (which 
may  or  may  not  be  a P.O.  Box)  in  Item  33.  If  you  do  not 
complete  these  items,  Medicare  will  retum/reject  your 
claim.  If  the  physical  address  where  the  services  were  ren- 
dered (Item  32)  is  the  same  as  Item  33,  you  may  indicate 
this  by  writing  “SAME”  in  Item  32. 

Returned/Reiected  Claims:  Medicare  has  seen  a large 
number  of  retumed/rejected  claims  with  “corrected 
claim”  or  “second  submittal”  written  on  them.  You  should 
not  write  such  things  on  retumed/rejected  claims.  Nor 
should  you  attach  the  remittance  explaining  why  the  claim 
was  sent  back  to  you. 

Instead,  when  you  receive  a returned  or  rejected  claim 
which  requires  information: 

1 . You  should  complete  the  claim  or  correct  the  infor- 
mation and  submit  the  claim  as  a new  claim,  prefer- 
ably electronically. 

2.  You  should  not  send  it  to  the  Provider  Service  Center. 

3.  You  should  file  the  claim  electronically  or  send  the 

new  claim  to:  Medicare  B Claims  Processing  AB-110, 
Palmetto  Government  Benefits  Administrators,  P.O. 
Box  100190,  Columbia,  SC  29202-3190.  □ 


MEDICAID  UPDATE 


New  Assignments:  Alicia  Jacobs  has  been  promoted  to 
department  head  in  the  Department  of  Physician  Services. 
Ms.  Jacobs  was  the  specialty  care  supervisor  in  the  depart- 
ment prior  to  this  new  appointment. 

Medicaid  Managed  Care  Update:  Statewide  expansion 
of  the  Physician  Enhanced  Program  (PEP)  will  begin  in 
Florence,  Marion,  Horry,  and  Georgetown  Counties  on 
August  1 , 1 997.  A survey  of  interest  for  the  PEP  program 
will  be  mailed  to  the  following  counties:  Abbeville, 
Anderson,  Cherokee,  Greenville,  Greenwood,  Laurens, 
Newberry,  Oconee,  Saluda,  Spartanburg,  and  Union. 

Incentive  Payments:  Incentive  payments  to  primary  care 


physicians  were  included  in  the  June  27,  1997,  remit- 
tances. A letter  detailing  the  individual  payments  was  sent 
separately.  Please  note  that  the  amounts  received  are 
95 .644  percent  of  the  number  of  recipients  seen  times  the 
incentive  payment  per  recipient.  This  reduction  was  nec- 
essary in  order  to  keep  the  total  payments  below  the  bud- 
get available  for  incentive  payments. 

Organizational  Meetings:  The  Department  of  Physician 
Services  staff  is  interested  in  attending  any  specialty  oiga- 
nizational  meetings  upon  request.  It  is  our  desire  to  be 
aware  of  any  questions  or  concerns  involving  our  poli- 
cy or  procedures.  Please  contact  Alicia  J a cobs  at  (803) 
253-6134.  □ 


SCMA  PRACTICE  MANAGEMENT  SERVICES,  INC. 

SCMA  Practice  Management  Services,  Inc.  (PMSI)  is  committed  to  “Putting  Physicians  First.”  SCMA  PMSI  has 
provided  services  to  over  20  physician  groups  in  the  last  three  months.  Here  are  some  of  the  questions  we  have  got- 
ten and  the  services  we  have  provided: 

Q.  We  need  to  upgrade  our  computer  system,  but  don’t  know  what  our  options  are.  Can  you  help  us? 

A.  Yes.  We  have  assisted  a number  of  groups  in  an  objective  evaluation  of  their  upgrade  options.  We  also  review 
your  current  system  to  ensure  you  are  fully  utilizing  its  capabilities. 

Q.  Something  tells  me  that  our  accounts  receivable  and  collections  policies  are  not  effective.  Is  this  something 
you  can  evaluate? 

A.  Yes.  We  review  your  accounts  receivable  and  collections  procedures,  measure  their  effectiveness,  and  rec- 
ommend appropriate  changes. 

Q.  Can  you  help  us  separate  the  reality  from  the  hype  regarding  computerized  patient  records  (CPR)? 

A.  Yes.  We  have  just  returned  from  a national  conference  on  the  latest  developments  in  CPR  and  can  provide 
objective  advice  as  you  consider  whether  CPR  would  make  sense  for  your  practice. 

Q.  We  can’t  figure  whether  we’re  making  any  money  on  our  managed  care  contracts  and  that  terrifies  us. 

A.  Using  a cost-accounting  approach,  we  help  you  determine  your  costs  and  break-even  point  for  each  service 
you  provide.  As  a result,  you  will  know  whether  you  are  making  money,  and  anned  with  data,  be  better  pre- 
pared to  negotiate  with  managed  care  entities. 

Q.  I can’t  seem  to  stay  awake  while  reviewing  proposed  managed  care  agreements,  but  I know  that  there  is 
stuff  out  there  which  is  potentially  dangerous  to  my  practice.  How  can  you  assist  me? 

A.  We  review  proposed  managed  care  agreements  and  provide;  written  comments  and  recommendations  so  that 
you  can  sleep  in  peace. 
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SCMA  WORKSHOPS 


THE  $100,000  OFFICE  MANAGER 

Presented  by  The  Remedi  Group,  this  workshop  will  cover  the  basic  methods  for  managing  a medical  practice,  ensur- 
ing revenue,  and  reducing  overhead.  You  will  learn  business  and  management  techniques  which  can  help  you  save 
or  recover  $100,000  for  your  practice  through  better  accounts  receivable  administration  and  efficient  overhead  man- 
agement. Register  by  July  24, 1997. 

9:00  a.m.  - 12:00 p.m.;  Registration:  8:30  a.m. 

Columbia:  August  7, 1997 , Sheraton  Hotel  and  Conf.  Center 

SPECIALTY  CODING  ROUND  TABLES 

No  one  area  affects  a practice’s  income  more  than  coding.  Understanding  how  and  when  to  use  the  conventions  and 
principles  of  coding  can  mean  thousands  of  dollars  each  year  to  the  medical  practice.  Wanda  L.  Adams,  CPC,  will 
review,  in  two  separate  half-day  sessions,  the  techniques  and  conventions  of  CPT  coding  as  they  affect  medical  and 
surgical  specialties.  Register  by  July  30, 1997. 

Surgical  Spec.:  9:00  a.m.  - 12:00  p.m.;  Registration  8:30  a.m. 

Medical  Spec.:  2:00  p.m.  - 5:00  p.m.;  Registration  1 :30  p.m. 

Columbia:  August  14, 1997,  Sheraton  Hotel  and  Conf.  Center 

EFFECTIVE  NURSING  SUPPORT:  IMPROVING  CLINICAL  EFFICIENCY 

In  an  increasingly  turbulent  health  care  environment,  physicians,  nurses,  and  clinical  support  staff  members  face 
many  new  challenges  and  responsibilities.  Managed  care  creates  a climate  in  which  managers  must  cut  costs,  reduce 
staff,  and  hold  each  staff  member  more  accountable  for  performance  and  efficiency.  An  efficient,  professional  clin- 
ical support  staff  can  not  only  cut  costs,  but  increase  the  patient's  perception  of  sendee  and  quality  care.  In  this  work- 
shop, The  Remedi  Group  will  provide  nursing  and  clinical  support  staff  with  innovative  and  creative  ideas  to  increase 
efficiency,  improve  patient  service,  and  manage  patient  flow  more  efficiently.  Register  by  August  4, 1997. 

9:00  a.m.  - 12:00 p.m.;  Registration:  8:30  a.m. 

Columbia:  August  20, 1997,  Sheraton  Hotel  and  Conf.  Center 


PCN  UPDATE 

Physicians  Care  Network  (PCN)  is  one  of  only  two  managed  care  networks  of  its  nature  in  the  country.  PCN  has  grown 
tremendously  over  its  four  years  of  existence  and  has  contracted  with  over  40  groups.  With  the  addition  of  Edgefield 
County  on  July  1,  1997,  PCN  now  has  over  38,652  covered  lives.  Provider  participation  includes  4,546  physicians, 
73  hospitals,  and  over  380  ancillary  providers. 

ATTENTION  ALL  PROVIDERS!  WE  NEED  YOUR  HELP! 

When  you  have  a change  in  your  tax  identification  number,  it  is  imperative  that  you  notify  us  immediately.  This  will 
expedite  payment  of  your  claims.  Improper  tax  identification  numbers  can  slow  down  claim  payments.  Please  uti- 
lize the  form  which  is  provided  to  you  for  this  purpose.  If  you  have  questions  about  this,  please  contact  customer  ser- 
vice at  (800)  340-7494  Monday  thru  Friday,  8:00  a.m. -5:00  p.m. 

If  you  have  questions  about  becoming  a participating  provider  with  PCN,  please  contact  Cindy  Osborn,  Network  Coor- 
dinator, PCN,  at  (803)  798-6207,  extension  257  or  statewide  at  1-800-327-1021 . You  may  also  send  an  e-mail  mes- 
sage to  cindy@scmanet.org.  □ 
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CAPSULES 

John  F.  Zeedick,  MD , an  anesthesiologist  from  Florence,  has  been  appointed  to  serve  on  the  North  Carolina  Pain 
Management  Society  Board  of  Directors. 

Spence  Taylor,  MD,  a vascular  surgeon  from  Greenville,  has  been  awarded  the  O’Neill  Barrett  Teaching  Excellence 
Award  by  the  senior  class  of  the  University  of  South  Carolina  School  of  Medicine.  The  award  is  named  in  honor 
of  distinguished  professor  of  medicine  emeritus  O’Neill  Barrett,  Jr.,  MD,  and  is  given  annually  in  recognition  of 
teaching  excellence  during  the  class’s  four  years  of  medical  study.  Dr.  Taylor  also  received  the  award  in  1994. 


NOT  INTERESTED  IN  SAVING  MONEY— SKIP  THIS  ARTICLE 

The  reaction  to  SCMA’s  specially  negotiated  long  distance  program  has  been  spectacular,  with  over  80  practices  respond- 
ing in  the  first  month.  In  the  interest  of  full  disclosure,  we  must  reveal  that  of  these  responses,  there  was  ONE  prac- 
tice which  found  that  it  had  a better  rate  than  we  could  offer.  This  was  a physician  who  made  a significant  number 
of  calls  to  Warsaw,  Poland.  We  candidly  told  this  physician  that  our  special  rate  of  1 1 1/4  cents  per  minute,  seven 
days  a week,  24  hours  a day,  did  not  cover  calls  to  Warsaw.  However,  calls  to  Walterboro,  Walhalla,  Washington, 
and  Wausau  are  covered  and,  we  believe  we  can  save  you  money.  Here’s  why  we’re  so  confident: 

• A fixed  rate  of  1 1 1/4  cents  per  minute,  billed  in  six  second  increments 

• Guaranteed  seven  days  a week,  24  hours  a day 

• No  charge  to  join,  no  long-term  contract,  no  minimums,  no  time  restriction,  no  catch 

• Available  to  both  physicians  as  well  as  their  associates  in  their  practice 

COMPARE  AND  SAVE.  CALL  OUR  SPECIAL  NUMBER  AT  1-800-643-7674  □ 


THE  BATTLE  AGAINST  HEALTH  CARE  FRAUD 


The  Department  of  Justice  has  placed  the  task  of  pros- 
ecuting health  care  fraud  at  the  forefront  in  the  battle 
against  white  collar  crime.  J.  Ren6  Josey,  United  States 
Attorney  for  the  District  of  South  Carolina,  is  responsible 
for  carrying  out  this  mission.  While  a vast  majority  of 
health  care  providers  in  South  Carolina  are  honest,  the 
United  States  Attorney  believes  a small  minority  of  health 
care  providers  are  responsible  for  carrying  out  a variety 
of  fraudulent  schemes,  which  include  fragmenting  of 
health  care  services,  upcoding  services,  coding  nonre- 
imbursable services  as  covered  services,  soliciting  of  pay- 
ments or  kickbacks,  inflating  cost  reports,  and  billing  for 
services  not  rendered. 

When  health  care  fraud  is  detected,  the  United  States 
Attorney’s  Office  will  prosecute  violators  to  the  full  extent 
of  the  law,  which  could  include  criminal  indictment,  crim- 
inal and  civil  forfeiture  of  fraudulently  obtained  property, 
civil  penalty  actions  for  false  claims  made  to  the  feder- 
al government,  and  qui  tam  (federal  “whistle  blower’’) 
lawsuits.  It  is  not  the  intent  of  the  United  States  Attor- 


ney to  prosecute  those  health  care  providers  who  may 
have  been  involved  in  activities  involving  isolated  acts 
of  improper  billing  resulting  from  honest  mistakes  about 
insurance  billing  procedures.  Rather,  the  United  States 
Attorney  wishes  to  focus  criminal  and  civil  sanctions  on 
those  who  have  intentionally  committed  fraud,  those  who 
have  assisted  in  the  commission  of  such  fraud,  and  those 
who  have  committed  acts  which  have  resulted  in  improp- 
er insurance  payments  in  a reckless  or  willfully  blind 
manner. 

In  an  effort  to  facilitate  preventative  measures,  the  office’s 
Health  Care  Fraud  Coordinators  are  willing  to  interact 
with  health  care  provider  organizations  in  South  Carolina. 
Assistant  United  States  Attorney  Stanley  D.  Ragsdale, 
Criminal  Health  Care  Fraud  Coordinator,  can  be  reached 
at  (803)  929-3000.  Assistant  United  States  Attorney  Deb- 
orah Barbier,  Civil  Health  Care  Fraud  Coordinator  and 
Affirmative  Civil  Enforcement  Attorney,  can  be  reached 
at  (803 ) 929-3000  or  you  can  leave  her  a message  by  call- 
ing the  fraud  hotline  at  1-800-774-2381.  □ 
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Stroke  represents  the  third  leading  cause  of 
death  in  the  U.  S.  afflicting  600,000  people 
each  year,  30  percent  of  whom  die.  Recent 
prospective  randomized  trails  for  symptomat- 
ic and  asymptomatic  carotid  artery  disease 
have  demonstrated  carotid  endarterectomy 
(CEA)  as  the  best  strategy  for  stroke  preven- 
tion.12 When  this  study  began  in  1980,  CEA 
for  stroke  prevention  was  controversial.  In 
our  hospital,  there  was  definite  polarity  in  the 
medical  staff.  There  was  also  the  belief  by 
some  that  resident  involvement  in  the  surgery 
resulted  in  lesser  care. 

Quality  has  become  important  in  patient 
care.  It  is  important  to  evaluate  our  outcome, 
with  the  results  revealing  areas  which  need 
improvement  and  areas  in  which  we  have 
excelled.  In  managing  our  surgery  teaching 
programs,  it  is  also  important  to  look  at 
patient  care  and  determine  whether  the  train- 


*From the  Spartanburg  Regional  Medical  Center, 
Spartanburg,  SC. 

**Address  correspondence  to  Dr.  Bottsford  at  385 
Serpentine  Drive,  Spartanburg,  SC  29303. 


ing  of  surgeons  benefits  or  interferes  with  that 
care.  The  opinion  has  been  held  by  some  that 
procedures  such  as  CEA  had  increased  risk 
when  performed  in  a community  hospital.3 

We  evaluated  the  results  of  carotid  surgeries 
performed  over  a 15-year  period  by  one  sur- 
geon trained  in  peripheral  vascular  surgery, 
approximately  one-half  the  time  with  resident 
assistance  and  one-half  without  resident  assis- 
tance, to  evaluate  the  morbidity  and  mortality 
outcome  in  reference  to  national  standards 
and  to  evaluate  the  effect  a teaching  program 
may  have  on  outcome. 

MATERIALS  AND  METHODS 

Patient  Population:  We  retrospectively 
reviewed  the  records  of  all  patients  who  had 
undergone  CEAs  in  Dr.  John  Bottsford’s  vas- 
cular surgery  practice  for  a 15-year  period, 
beginning  in  January  1980  to  June  1995.  The 
range  for  patient  age  was  between  60-79 
years.  Forty-four  percent  were  performed  on 
women  and  56  percent  on  men.  All  the 
information  for  this  study  was  obtained  from 
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Spartanburg  Regional  Medical  Center 
(SRMC)  medical  records  department  and  Dr. 
John  Bottsford’s  office  files  from  January 
1980  through  June  1995.  There  were  a total  of 
362  patients’  records  reviewed  who  had 
undergone  CEAs.  All  surgeries  were  per- 
formed by  one  surgeon  who  was  director  of 
surgical  education  at  SRMC  from  1980-1987 
and  who  then  maintained  a private  vascular 
surgery  practice  from  1987  to  present.  During 
essentially  the  first  half  of  this  review,  Dr. 
Bottsford  was  director  of  surgical  education 
and  residents  scrubbed  on  each  and  every 
case.  During  the  second  half  of  this  period,  a 
resident  was  part  of  the  care  only  occasional- 
ly. We  do  not  believe  an  opportunity  to  com- 
pare the  involvement  and  effect  of  surgical 
residents  in  the  care  of  the  patients  of  a 
peripheral  vascular  surgeon  has  been  previ- 
ously reported. 

Indications  for  surgery:  There  were  six  cri- 
teria that  indicated  if  a patient  required 
surgery:  (1)  TIAs  (transient  ischemic 
attacks),  (2)  prior  stroke,  (3)  asymptomatic 
stenosis,  (4)  global  ischemia,  (5)  acute  stroke, 
and  (6)  stroke  in  evolution.  Criteria  during 
these  years  included  a 75  percent  stenosis  or 
identified  ulcerative  plaque  in  TIAs,  prior 
stroke,  and  global  ischemia.  TIAs  were  iden- 
tified as  an  episode  of  a hemispheric  cerebral 
involvement  or  amaurosis  fugax  lasting  less 
than  a 24-hour  period.  Patients  with  prior 
stroke  had  symptoms  of  cerebral  involvement 
lasting  longer  than  a 24-hour  period.  Asymp- 
tomatic stenosis  were  patients  with  an  80  per- 
cent stenosis  or  greater  with  no  symptoms. 
Global  ischemia  was  classified  as  nonhemi- 
spheric  symptoms  such  as  near  syncope, 
ataxia  or  headaches.  Acute  strokes  were  clas- 
sified as  a condition  with  sudden  onset  of 
cerebral  vascular  disturbances  with  short 
duration.  Stroke  in  evolution  was  classified 
as  the  development  of  a neurologic  deficit 
over  several  hours  to  days. 

There  were  196  patients  who  presented 
with  TIAs.  Patients  with  this  presentation 
related  to  severe  stenotic  lesions  are  at  risk  of 


stroke  at  a rate  of  10-30  percent  within  the 
first  year  after  the  onset  of  symptoms  and  six 
percent  per  year  there  after  for  the  next  three 
years,  resulting  in  approximately  a 35-50  per- 
cent stroke  risk  within  a five-year  period.4 
There  were  23  patients  who  presented  with 
prior  stroke  with  minimal  deficit.  Patients 
who  experienced  hemispheric  stroke  caused 
by  carotid  bifurcation  disease  remain  at  risk 
for  recurrent  stroke  at  the  rate  of  five  to  20 
percent  per  year  with  an  average  recurrence 
of  50  percent  in  five  years.5 

In  each  case,  carotid  arteriotomy  was  per- 
formed in  the  usual  manner  with  the  insertion 
of  an  intraarterial  shunt  for  the  endarterecto- 
my. In  10  individuals,  surgery  was  performed 
on  B-mode  ultrasound  results  without  the  use 
of  arteriography.  Completion  arteriography 
was  performed  on  each  case  except  where 
contraindicated. 

RESULTS 

All  deaths  occurring  during  the  30-day  post- 
operative period  were  considered  operative 
deaths.  Strokes  were  considered  as  any  neu- 
rological deficit  lasting  longer  than  a 24-hour 
period. 

There  were  four  deaths  (one  percent)  and 
10  strokes  (2.76  percent)  with  a combined 
stroke/mortality  rate  of  3.76  percent.  These 
results  were  further  divided  into  two  cate- 
gories. The  first  category  was  the  resident’s 
program  from  January  1980  to  June  1987 
when  Dr.  John  Bottsford  was  surgical  director 
of  the  residency  program  and  a resident 
scrubbed  in  on  each  case.  The  second  catego- 
ry was  the  private  practice  of  Dr.  Bottsford. 
These  results  were  from  June  1987  to  June 
1995. 

In  the  10  strokes,  six  had  TIA  symptoms, 
two  had  prior  strokes,  one  had  asymptomatic 
stenosis,  and  one  had  global  ischemia.  Signif- 
icantly, only  four  cases  had  residents  in  the 
surgery.  In  the  mortality  and  morbidity 
review,  a definite  increase  was  noted  in  the 
risk  of  individuals  having  had  a prior  stroke. 
Following  is  a table  of  the  10  strokes. 
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TEN  STROKES 

PATIENT 

AGE/SEX 

INDICATION 

OUTCOME 

1. 

64/M 

TIA,  Occluded  left  carotid 
resident  involved 

Paresis  (R)  upper 
lower  extremities 
with  resolution 

2. 

71/F 

TIA,  Ulcerated 
(L)  carotid 
resident  involved 

(R)  upper,  lower 
paralysis,  occipital 
parietal  CVA — re- 
solved walked  with 
cane 

3. 

57/M 

(R)  Carotid  bruit 
80%  Stenosis 

24  hr.  Postop  (R) 
internal  capsule 
infarct-extremity 
paresis-resolved 
4-poster  cane 

4. 

70/M 

Global  Ischemia 
90%  (R)  Stenosis 
resident  involved 

Postop  (L)  extrem- 
ity paresis  rapid 
resolution 

5. 

71/M 

TIA,  90%stenosis 
Diabetes  Mellitus 

(R)  upper/lower 
extremity  paresis 

6. 

74/M 

TIA,  (L)  Hollenhorst  plaque, 
Ulceration,  DM 

(L)  parietal  infarct 
with  (R)  hemiplegia 

7. 

72/M 

Prior  stroke,  Occlusion  (R)  ICA 
70%  Stenosis,  DM 

Recurrent  parietal 
infarct  with  (L) 
paresis 

8. 

66/M 

TIA,  Prior  stroke(L)  Occlusion 
DM 

(R)  upper  extremity 
hemiparesis 
resolved  in  24  hrs. 

9. 

71/M 

TIA,  90%  Stenosis  DM, 
resident  involved 

loss  of  speech, 

(R)  hemiparesis- 
continued  with  upper 
extremity  paresis 

10. 

65/M 

TIA,  90%Stenosis,  DM 

24  hr.  Postop, lost 
speech,  (R)  upper 
extremity  function 
returned 
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Fifty-four  percent  of  the  CEAs  were  per- 
formed for  TIAs,  six  percent  for  prior  stroke, 
20  percent  for  asymptomatic  stenosis,  and  20 
percent  for  global  ischemia. 

In  the  first  category  of  the  resident’s  pro- 
gram, there  were  105  total  patients  operated, 
with  59  percent  being  men  and  41  percent 
being  women.  Fifty-four  percent  were  operat- 
ed on  for  TIAs,  21  percent  for  global 
ischemia,  and  16  percent  for  asymptomatic 
stenosis.  There  was  1.9  percent  mortality  and 
2.8  percent  morbidity,  with  a stroke  mortality 
of  4.7  percent  and  nine  percent  operated  on 
for  prior  stroke.  There  were  no  acute  strokes 
or  strokes  in  evolution.  There  were  two 
deaths  that  occurred  in  this  period  within  the 
30-day  postoperative  period.  The  first  one 
was  a 59-year-old  female  who  had  multiple 
problems,  including  atherosclerosis  and  three 
vessel  coronary  disease.  She  had  been  sched- 
uled for  heart  surgery.  She  returned  one  week 
later  to  the  ER  after  discharge  with  an  anteri- 
or myocardial  infarction  and  did  not  survive 
the  day.  The  second  death  was  a 70-year-old 
male  who  had  previous  RINDs  and  Lacunar 
infarcts,  hypertension,  and  coronary  artery 
disease.  This  patient  developed  complications 
after  surgery  with  a bleeding  duodenal  ulcer 
in  which  surgery  was  required  and  the  patient 
succumbed  to  multiple  organ  failure. 

In  the  second  category,  there  were  257 
patients  operated  on  with  55  percent  being 
men  and  45  percent  being  women.  Fifty-four 
percent  were  operated  on  for  TIAs,  5 percent 
for  prior  strokes,  21  percent  for  asymptomatic 
stenosis,  and  19  percent  for  global  ischemia. 
There  were  no  acute  strokes  and  only  one 
stroke  in  evolution.  There  was  0.7  percent 
mortality  and  2.7  percent  morbidity  with  a 
combined  stroke  rate  of  3.4  percent.  There 
were  two  deaths  occurring  in  this  period.  The 
first  was  a 66-year-old  female  who  had  a 
prior  CVA,  hypertension,  COPD,  and  angina. 
She  had  a 90  percent  stenosis  of  the  right 
carotid  artery  and  postoperatively  she  suf- 
fered a right  hemispheric  intracranial  hemor- 
rhage and  expired  eight  hours  later.  The  sec- 
ond death  that  occurred  was  a 70-year-old 


male  who  had  TIAs,  hypertension,  and  a fam- 
ily history  of  four  family  members  who  died 
from  stroke.  He  had  a 96  percent  stenosis  of 
the  left  carotid  and  survived  his  carotid 
surgery.  One  week  later,  the  patient  had  a car- 
diac catherization  resulting  in  an  abnormal 
neurological  state  and  expired  three  days 
later. 

Other  events  that  were  taken  into  considera- 
tion were  twelfth  nerve  transient  dysfunction 
and  myocardial  infarction.  This  was  also  bro- 
ken down  into  the  two  time  periods.  In  the 
residents  program,  four  experienced  twelfth 
nerve  transient  dysfunction  and  one  myocar- 
dial infarction.  In  the  private  practice,  three 
had  twelfth  nerve  transient  dysfunction  and 
six  myocardial  infarctions. 

CONCLUSION 

With  or  without  the  removal  of  the  cardiac 
catherization  death,  there  definitely  is  not  an 
increased  risk  to  the  patient  with  direct 
involvement  by  the  resident  in  surgery.  Com- 
pared to  the  guidelines  for  carotid  endarterec- 
tomy set  forth  by  the  American  Heart  Associ- 
ation Ad  Hoc  Committee,  operative  morbidi- 
ty and  mortality  should  not  exceed  five  per- 
cent for  the  results  to  be  beneficial  when 
compared  to  the  natural  history  of  the 
disease.6  The  results  in  this  review  meet  these 
criteria.  In  this  study,  it  is  apparent  that 
carotid  surgery  can  be  performed  in  a com- 
munity teaching  hospital  in  an  acceptable 
manner  and  can  be  performed  without 
increasing  the  mortality  and  morbidity  in 
comparison  to  national  standards.  It  is  also 
apparent  that  resident  involvement  in  carotid 
surgery  does  not  adversely  affect  the  surgical 
outcome.  □ 
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Providing  quality  medical  care  to  residents  of 
rural  areas  has  long  been  a public  policy  con- 
cern. Rural  elderly  report  greater  physical 
impairments  and  more  chronic  illnesses  than 
their  urban  counterparts.'  A high  proportion 
of  rural  elderly  have  multiple,  complex 
chronic  conditions  often  exacerbated  by  non- 
medical factors  such  as  poor  education,  trans- 
portation problems,  and  lack  of  needed  social 
support  services. 

Surveys  confirm  that  family  and  social 
issues  are  the  most  challenging  problems 
faced  by  physicians  caring  for  elderly 
patients.2'3  These  difficult  medical  problems, 
coupled  with  the  limited  medical  resources  in 
rural  areas,  may  underlie  why  many  physi- 
cians feel  that  they  are  unable  to  deliver  the 
quality  of  medical  care  they  desire  to  in  a 
rural  practice.  In  turn,  this  frustration  and 
“burn-out,”  along  with  limited  financial 
rewards,  contribute  to  the  vexing  problem  of 

*From  the  Division  of  Geriatrics,  Department  of 
Medicine,  University  of  South  Carolina  School  of 
Medicine,  Columbia  (Drs.  Hornung  and  Eleazer); 
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Brewer  and  Ms.  Stein)  and  Columbia,  SC  (Mr.  Boyd). 

**Address  correspondence  to  Dr.  Hornung  at  the 
Division  of  Geriatrics,  Department  of  Medicine, 
University  of  South  Carolina  School  of  Medicine, 
Byrnes  Center  for  Geriatric  Medicine,  Education,  and 
Research,  P.O.  Box  1 19,  Columbia,  SC  29202. 


attracting  physicians  to  establish  their  prac- 
tice and  remain  in  rural  areas.4 

To  address  these  problems,  the  Division  of 
Geriatrics  of  the  University  of  South  Carolina 
School  of  Medicine  and  the  South  Carolina 
Department  of  Health  and  Environmental 
Control  (SCDHEC)  initiated  a health  services 
delivery  project  known  as  the  South  Carolina 
Rural  Geriatric  Initiative  (SCGRIP). 
SCGRIP  is  funded  by  a grant  from  the  John 
A.  Hartford  Foundation  of  New  York.  The 
purpose  of  the  project  is  to  improve  the  quali- 
ty of  patient  care  available  to  elderly  resi- 
dents of  rural  areas  through  early  intervention 
and  coordination  of  physician  and  other 
health  services  and  to  increase  patient  satis- 
faction with  the  quality  of  care  they  receive. 
A secondary  objective  of  SCGRIP  is  to 
increase  the  physician’s  personal  satisfaction 
and  sense  of  accomplishment  from  providing 
care  to  the  rural  elderly  and  thereby  to 
improve  recruitment  and  retention  of  general- 
ist physicians  in  rural  areas. 

To  accomplish  these  objectives,  SCGRIP 
introduces  a new  paraprofessional  role,  the 
“geriatric  technician,”  into  the  offices  of  pri- 
mary care  physicians  in  rural  areas  of  South 
Carolina.  The  geriatric  technician  functions 
as  a care  coordinator  interfacing  between  the 
physician,  the  patient,  the  patient’s  family, 
and  government  and  private  agencies  that 
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offer  health  and  social  support  services  in  the 
community.  This  innovative  position  was 
designed  to  command  an  affordable  salary 
comparable  to  that  paid  for  clerical  staff. 

Geriatric  technicians  assist  in  patient  care 
by  helping  to  identify  the  unmet  needs  of 
patients  and  doctors;  coordinating  the  deliv- 
ery of  medical,  health,  and  social  services; 
monitoring  drug  utilization,  appointment 
schedules,  and  treatment  regimens;  and  facili- 
tating communication  between  patient,  physi- 
cian, and  other  service  providers.  It  was  esti- 
mated that  an  appropriately  trained  full-time 
geriatric  specialist  could  effectively  coordi- 
nate the  care  of  100  chronically  ill  elderly 
patients. 

SITE  AND  PATIENT  SELECTION 

Frail  and  chronically  ill  elderly  are  the  target 
population.  The  criteria  for  enrollment  are 
age  65  or  older  with  at  least  one  hospitaliza- 
tion in  the  past  year;  or  one  admission  to 
home  health  in  the  past  year;  or  one  chronic 
disease;  or  one  serious  injury  within  the  past 
two  years  (eg.,  hip  fracture,  etc.).  In  addition, 
a group  of  “well”  elderly  who  are  chronic 
users  of  emergency  room  or  generalist  physi- 
cian services,  but  who  otherwise  fail  to  meet 
other  eligibility  criteria,  are  being  included. 
Physicians  in  each  intervention  practice  select 
eligible  patients  whom  they  think  would  ben- 
efit most  from  care  coordination  or  patients 
they  think  the  geriatric  technician  could  be  of 
greatest  value  in  managing  efficiently.  A 
stratified  random  sampling  process  was  used 
in  the  comparison  practices  to  achieve  com- 
parable populations.  Target  sample  size  was 
400  patients  from  the  intervention  sites  and 
400  from  the  comparison  practices. 

The  project  is  being  conducted  in  rural 
communities  in  the  Appalachia  III  Health 
District  of  South  Carolina  (north  central  to 
northwest  part  of  the  state).  Three  primary 
care  practices  located  in  two  rural  communi- 
ties were  selected  as  intervention  sites  and 
two  practices  in  two  other  rural  communities 
were  selected  for  comparison. 


The  educational  and  experiential  require- 
ments for  the  geriatric  technician  position 
were  developed  following  discussions 
between  the  University  of  South  Carolina 
Division  of  Geriatric  Research,  SCDHEC 
staff,  and  the  participating  primary  care 
physicians.  Input  from  the  physicians  in 
defining  the  criteria  for  selecting  the  geriatric 
technician,  as  well  as  for  defining  the  job 
parameters,  would  be  crucial  for  the  success 
of  the  project.  While  the  salary  of  the  geri- 
atric technician  would  be  paid  with  grant 
funds  during  the  funding  period,  it  was  felt 
from  the  outset  that  the  greatest  likelihood 
that  the  geriatric  technicians  would  continue 
to  be  employed  and  their  salaries  paid  from 
practice  (i.e.,  fee-for-service)  revenues  after 
the  funding  period  could  only  be  achieved  if 
the  physicians  were  instrumental  in  writing 
the  job  requirements  and  participated  in  the 
hiring  of  the  geriatric  technicians.  The  contin- 
ued employment  of  the  geriatric  technician 
after  the  end  of  grant  salary  support  is  consid- 
ered to  be  the  acid  test  of  the  value  of  this 
paraprofessional  role  to  the  rural-based  pri- 
mary care  physician. 

The  role  of  the  geriatric  technician  was 
defined  to  include: 

1.  Coordinating  rural  elderly  patients’ 
needs  for  generalist  physician  services 
by  scheduling  appointments,  remind- 
ing patients  of  appointments,  and 
arranging  any  necessary  transporta- 
tion; 

2.  Monitoring  compliance  with  pre- 
scribed medical  care; 

3.  Arranging  for  needed  non-medical 
and  social  services,  including  services 
provided  by  volunteers;  volunteer  ser- 
vices; 

4.  Coordinating  the  physician-provided 
medical  care  with  home  health  care 
services  needed  by  frail  or  home- 
bound  patients;  and, 

5.  Reducing  the  administrative  burden 
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on  the  generalist  physician  and 
his/her  clerical  staff  by  assisting  with 
the  flow  of  paperwork  between  ser- 
vice providers,  payers,  etc. 

Formal  education  beyond  high  school  was 
not  considered  essential  to  function  effective- 
ly in  the  geriatric  technician  role.  Further, 
some  experience  in  health  care,  although  ben- 
eficial, was  not  considered  to  be  a prerequi- 
site. Rather,  good  “people  skills”  was  consid- 
ered to  be  the  most  importantly  quality  for  the 
geriatric  technician  to  function  effectively  in 
the  intended  role. 

The  selected  individuals  underwent  exten- 
sive training  in  geriatrics  and  gerontology  fol- 
lowing a curriculum  developed  specifically 
for  this  project  by  faculty  of  the  Division  of 
Geriatrics  of  the  USC  School  of  Medicine, 
the  project  director,  and  a clinical  nurse  spe- 
cialist who  was  hired  for  this  project.  The 
training  program  was  designed  to  provide  the 
geriatric  specialists  with  the  foundation  need- 
ed to  recognize  and  understand  common 
health  problems  of  elderly  patients  as  well  as 
an  awareness  of  the  methods  and  resources 
available  to  address  these  problems.  The 
training  program  ran  for  15  weeks  with  six 
formal  contact  hours  per  week  (i.e.,  approxi- 
mately six  college  level  credit  hours). 

Finally,  site  visits  were  made  to  local 
resource  groups  to  introduce  the  geriatric 
technicians  and  to  inform  the  staff  of  each 
agency  that  the  geriatric  technician  would  be 
a “point  person”  in  the  physician’s  office  that 
they  would  be  working  with  directly  about 
individual  patients. 

Support  and  continuing  education  is  con- 
ducted monthly  by  the  clinical  nurse  special- 
ist to  reinforce  and  update  the  geriatric  spe- 
cialists’ training.  Much  of  the  content  of  these 
sessions  is  controlled  by  the  geriatric  techni- 
cians themselves  which  allows  them  to 
exchange  ideas  and  experiences  as  well  as 
obtain  feedback  from  peers. 

DATA  AND  METHODS 

The  medical  records  of  all  intervention  and 
comparison  patients  were  reviewed.  Principle 


diagnoses,  comorbidities,  current  treatment 
regimens,  and  history  of  health  care  service 
utilization  was  documented.  All  patients 
selected  for  the  study  were  given  a lengthy 
intake  assessment  with  periodic  follow-up 
over  an  18-month  period.  Informed  consent  is 
obtained  at  enrollment. 

The  intake  assessment  includes  measures  of 
health  status;  risk  profile  and  health  behav- 
iors; measures  of  functional  physical,  cogni- 
tive, psychosocial,  and  social  status;  as  well 
as  measures  of  attitudes  toward  and  satisfac- 
tion with  current  health  care  services  and 
providers.  The  intake  assessment  of  patients 
in  the  intervention  group  was  conducted  by 
the  geriatric  technician  in  the  patient’s  home 
where  environmental  risks  (e.g.,  fall  hazards, 
presence  of  smoke  alarms,  etc.)  are  assessed. 
The  intake  assessment  was  designed  not  only 
as  a means  of  acquiring  information  neces- 
sary to  evaluate  the  success  of  the  project,  but 
also  to  provide  the  geriatric  technician  with 
the  in-depth  knowledge  of  each  patient’s 
functional  status,  limitations  and  problems 
necessary  for  effective  care  coordination. 
(The  intake  assessment  is  a 28-page  interview 
schedule  requiring  approximately  1.5  hours 
to  administer.  The  schedule  includes:  The 
Nottingham  Quality  of  Life  Scale;  The  Geri- 
atric Depression  Scale;  A Home  Safety 
Assessment;  ADL  and  IADL  deficit  question- 
naire; The  Mini-Mental  State  Exam,  Health 
Service  Utilization;  Consumer  Satisfaction 
Suiwey;  Health  Care  Rating  Survey;  A Care- 
giver Burden  Scale;  and  a questionnaire  on 
automobile  driving  to  be  answered  by  the 
patient  and  independently  by  a family  mem- 
ber or  caregiver.  The  intake  assessment  of 
patients  in  the  comparison  group  was  con- 
ducted by  trained  staff  of  the  SCDHEC  Home 
Health  Service.)  The  intake  assessment  of 
comparison  patients  was  done  by  home  health 
nurses  specifically  trained  for  that  purpose. 

Follow-up  data  collection  was  completed  an 
average  of  nine  months  following  enrollment. 
Telephone  interviews  were  conducted  to 
obtain  information  on  change  in  activities  of 
daily  living,  instrumental  activities  of  daily 
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living,  depression,  health  services  utilization, 
and  satisfaction  with  the  quality  of  health 
care  received. 

RESULTS 

A total  of  774  patients  were  enrolled  in  the 
study,  399  in  the  intervention  group  served  by 
a geriatric  technician  and  375  as  a compari- 
son group.  Both  groups  were  predominantly 
female  and  white  with  African  Americans 
comprising  only  about  16  percent  of  the 
patients.  Mean  age  differed  with  patients  in 
the  intervention  group  being  four  years  older 
(77.9  compared  to  73.9;  p < 0.05). 

Follow-up  interviews  were  completed  in 

330  intervention  patients  (83  percent)  and  in 

331  comparison  patients  (88  percent;  p < 
0.05).  The  significant  difference  in  follow-up 
completion  rates  reflects  different  rates  of 
mortality  in  the  two  groups  (44  of  69  vs.  20 
of  44;  p < 0.01)  which,  in  turn,  is  attributable 
to  the  intervention  patients  being  four  years 


older,  significantly  more  frail  as  measured  in 
terms  of  their  functional  dependence  in 
“Activities  of  Daily  Living”  with  a higher 
proportion  male  at  the  time  of  enrollment. 
Patients  lost  to  follow-up,  either  because  of 
death,  leaving  the  geographic  area  or  the 
practice,  or  refusing  to  participate  in  the  fol- 
low-up were  disproportionately  male  and 
older,  particularly  in  the  intervention  group. 

A central  criteria  for  evaluating  the  contri- 
bution of  the  geriatric  technician  is  patient 
satisfaction  with  the  quality  of  care  received 
at  his/her  primary  care  physician’s  office. 
Patents  in  the  intervention  group  served  by  a 
geriatric  technician  were  significantly  more 
likely  to  rate  their  access  to  medical  care  in 
an  emergency;  the  services  available  for  get- 
ting prescriptions  filled,  and  the  physicians 
courtesy  and  personal  interest  in  them  as 
“excellent”  or  “very  good.”  While  there  were 
statistically  significant  differences  in  only 
four  of  the  10  satisfaction  items,  in  nine  of 


TABLE  1 

SOCIODEMOGRAPHIC  CHARACTERISTICS 
OF  PATIENTS  AT  INTAKE  AND  AT  9 MONTH  FOLLOW-UP 


At  Intake 

At  Follow-Up 

Lost  To 
Follow  Up 

INT. 

COMP. 

INT. 

COMP. 

INT. 

COMP. 

Number  of  Cases 

399 

376 

330 

331 

69 

45 

Gender  (%): 

Male 

27.5 

25.1 

23.6 

27.5 

32.4 

27.3 

Female 

72.5 

74.9 

76.4 

72.5 

67.6 

72.7 

Age  (Mean) 

Male 

78.7 

73.8 

77.9 

73.4 

81.7 

77.3 

Female 

77.7 

74.0 

77.4 

73.5 

79.5 

77.4 

Race  (%): 

White 

84.7 

82.7 

86.2 

83.4 

82.4 

84.4 

Black 

15.3 

17.3 

14.8 

17.6 

17.6 

15.6 
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TABLE  2 


ATTITUDES  ABOUT  HEALTH  CARE:  PERCENT  RATING  VERY  GOOD  OR  EXCELLENT 

(Mean  Follow-Up  of  9 Months) 

Intven.  Comp. 

Group  Group 

N = N = p 

Overall,  how  would  you  rate  your  health  care? 

44.7 

40.4 

ns 

Your  access  to  medical  care  in  an  emergency? 

35.3 

28.8 

<0.05 

Availability  of  medical  information  or  advice  by  phone? 

31.0 

25.3 

ns 

Your  access  to  medical  care  whenever  you  need  it? 

32.8 

28.1 

ns 

Services  available  to  you  for  getting  prescriptions  filled? 
Arrangements  for  you  to  get  the  medical  care  you  need 

43.7 

35.2 

<0.05 

without  financial  problems? 

29.1 

25.7 

ns 

Thoroughness  of  treatment  you  receive? 

36.3 

30.5 

ns 

Friendliness  and  courtesy  shown  to  you  by  doctors? 

58.3 

50.5 

<0.05 

Personal  interest  in  you  and  your  medical  problems? 

47.6 

40.3 

<0.05 

Amount  of  time  you  have  with  doctors  and  staff 

33.4 

34.6 

ns 

during  a visit? 


the  10  items  the  differences  between  the 
patients  in  the  intervention  group  and  those  in 
the  comparison  group  were  in  the  direction  of 
greater  satisfaction  with  the  quality  of  care 
received  by  patients  in  the  intervention  group 
(p  = 0.011).  The  only  difference  in  a negative 
direction  (ie.,  decreased  satisfaction  of  1.2 
percent)  concerned  satisfaction  with  the 
amount  of  time  patients  have  with  doctors 
and  staff  during  a visit  and  was  not  statistical- 
ly significant. 

DISCUSSION 

The  higher  levels  of  satisfaction  among 
patients  in  the  intervention  practices  may  be 
at  least  partly  due  to  the  activities  of  the  geri- 
atric technicians.  They  have  identified  a num- 
ber of  problems  common  in  the  care  of  the 
elderly  including  polypharmacy  and  patients 
misunderstanding  directions  on  how  and 
when  to  take  their  medications.  The  geriatric 
technicians  have  also  noted  problems  related 


to  the  scheduling  of  office  visits  and  the 
patient’s  supply  of  prescription  drugs.  For 
example,  several  patients  were  found  not  to 
renew  their  prescriptions  when  their  supply 
was  exhausted  a week  or  so  before  their 
scheduled  physician  visit  for  fear  that  they 
would  waste  the  money  if  the  doctor  changed 
their  medication  or  dosage.  The  geriatric 
technician  alerted  the  physician  to  this  prob- 
lem and  return  visits  are  now  routinely  sched- 
uled to  occur  a few  days  before  the  patient’s 
supply  of  a prescription  drug  is  exhausted. 

Geriatric  technicians  have  also  experienced 
successes  with  individual  patients.  Two  such 
successes  are  worth  noting.  One  involved  an 
elderly  man  who  the  geriatric  technician 
found  was  not  taking  his  heart  medication 
because  he  did  not  have  enough  money  to  pay 
for  his  prescription  and  also  buy  the  firewood 
he  needed  to  heat  his  home.  The  geriatric 
technician  identified  the  problem,  found  a 
source  in  the  community  to  donate  the  fire- 
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wood,  and  also  found  assistance  to  pay  for  his 
medication.  The  geriatric  technician  also 
alerted  the  physician  to  the  situation  and  the 
physician  wrote  a prescription  for  an  equiva- 
lent but  less  expensive  medication.  These 
actions  by  the  geriatric  technician  may  have 
averted  what  could  have  become  a real  crisis. 
In  another  case  the  geriatric  technician  was 
able  to  identify  an  elderly  woman  with  severe 
diabetic  neuropathy  and  difficulty  walking 
whose  driveway  at  home  was  several  hundred 
feet  long,  up-hill,  and  with  rutted  gravel.  The 
woman  had  nearly  fallen  several  times  on  her 
daily  trek  to  pick  up  her  mail  and  newspaper. 
The  geriatric  technician  brought  her  situation 
to  the  attention  of  her  physician  who  wrote 
letters  to  the  postmaster  and  newspaper  pub- 
lisher. The  woman  now  has  her  mail  and 
daily  paper  delivered  to  her  door.  Perhaps 
these  are  small  matters  but  they  are  major 
factors  in  the  quality  of  life  of  these  elderly 
patients  which  may  permit  them  to  remain  in 
their  own  homes. 

The  physicians  in  the  intervention  practices 
have  come  to  appreciate  the  geriatric  techni- 
cian. As  one  physician  noted,  “When  I see 
one  of  those  patient’s  records  who  are  receiv- 
ing intervention,  I look  for  the  care  coordina- 
tor’s notes  and  read  every  word.  I find  a lot  of 
valuable  information  there.”  Another  reported 
that  the  geriatric  technician  had  solved  a frus- 
trating problem  involving  communication 
with  a particular  government  agency  when 
the  geriatric  technician  began  channeling  the 
messages  and  paperwork  back  and  forth 
between  the  physician  and  the  correct  person 
in  the  agency.  Most  importantly,  the  physi- 
cians tell  us  that  having  the  geriatric  techni- 
cians has  made  them  very  aware  of  how  criti- 
cal it  is  to  know  the  patient’s  economic  and 
social  situation  in  order  to  achieve  the  best 
possible  health  care. 

CONCLUSION 

The  empirical  and  anecdotal  evidence  avail- 
able to  date  indicates  that  the  geriatric  techni- 
cians have  significantly  improved  the  quality 
of  health  care  received  by  a number  of  the 


patients  they  manage.  The  paraprofessional 
geriatric  technicians  are  making  a significant 
contribution  to  the  care  of  rural  elderly  and 
will  continue  to  make  such  a contribution  if 
their  role  is  continued  in  the  fee-for-service 
office  based  practices  of  the  participating 
intervention  physicians  and  even  more  so  if 
other  physicians  in  similar  practices  follow 
their  lead. 

There  are  at  least  four  reasons  why  rural 
generalist  physicians  may  want  to  have  para- 
professional geriatric  technicians  as  a perma- 
nent part  of  their  practice.  First,  they  may 
find,  as  our  study  physicians  have  already 
noted,  that  geriatric  technicians  independent- 
ly make  such  a significant  contribution  to  the 
quality  of  medicine  they  practice  that  they 
recognize  them  to  be  an  indispensable  part  of 
their  health  care  team.  Second,  generalist 
physicians  may  find,  again  as  our  study 
physicians  have  found,  that  the  geriatric  tech- 
nician can  effectively  complete  many  of  the 
tasks  that  consume  their  time  so  that  the 
increase  in  their  own  productivity  and  effi- 
ciency (more  than)  offset  the  labor  costs  of 
the  geriatric  technician.  Third,  the  inevitable 
changes  in  health  care  financing,  particularly 
changes  that  affect  the  care  of  elderly  living 
in  rural  or  physician  under  served  areas,  may 
enable  the  geriatric  technician  to  become  an 
income  producer  within  the  practice.  Finally, 
in  the  event  that  generalist  physicians  are 
capitated  for  care  of  their  elderly  patients, 
then  the  preventive  services  and  actions  of 
the  geriatric  technician  may  make  them  an 
asset  to  the  financial  viability  of  the  physi- 
cian’s practice.  Only  time  will  tell  if  the  geri- 
atric technician  role  is  instrumental  in  recruit- 
ing other  physicians  to  establish  their  practice 
in  rural  areas,  remain  there  in  practice,  and 
serve  the  elderly  population.  □ 
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MANY  SOUTH  CAROLINA  PHYSICIANS 
STUDIED  UNDER  THIS  PROFESSOR... WHAT  IS 
HIS  NAME? 

RICHARD  S.  POLLITZER,  M.  D„  F.  A.  C.  R* 


Great  credit  is  due  to  several  groups  of  physi- 
cians. First,  there  are  those  who  regularly 
read  their  state  medical  journals  because  they 
keep  up  with  scientific  advances  and  derive 
inspiration  from  other  physicians,  especially 
those  whose  biographies  appear  in  the  jour- 
nals. Second,  there  are  those  who  take  part  in 
the  editing  of  their  state  journals.  Rarely  do 
they  receive  recognition  for  the  work  they  do. 
Third,  there  are  those  professors  in  medical 
schools.  A recent  study  showed  that  they  are 
markedly  overworked  and  grossly  underpaid. 
This  article  describes  a doctor  who  exempli- 


*917 Brentwood  Drive,  Spartanburg,  SC  29302-2117. 


fied  all  of  the  above. 

Indeed,  the  present  year  marks  a sort  of 
centennial  for  a time  in  that  man’s  life  which 
reflects  what  nearly  every  physician  can 
remember — being  a teenager  and  trying  to 
decide  whether  to  study  medicine.  He  lived  in 
the  city,  Charleston,  where  most  South  Car- 
olina physicians  went  to  medical  school.  H 
He  entered  what  was  then  called  the  Medical 
College  of  the  State  of  South  Carolina  (now 
the  Medical  University  of  South  Carolina) 
and  graduated  among  the  top  two  in  his  class. 

At  a time  when  many  doctors  went  directly 
from  medical  school  into  practice, he  decided 
to  intern  at  Roper  Hospital.  Every  doctor 
remembers  how  hectic  an  internship  can  be. 
Yet,  this  young  physician,  loyal  to  the  Medi- 
cal College,  somehow  found  time  to  work 
there  as  demonstrator  in  histology.  He  entered 
general  practice  in  Charleston,  using  a bicy- 
cle to  make  house  calls  during  his  first  year  in 
practice.  He  continued  to  enjoy  teaching  and 
was  put  in  charge  of  the  physiology  laborato- 
ry where  he  inaugurated  the  course  which 
dealt  with  animals  and  precision  instruments. 
In  addition,  he  found  time  to  lecture  on  a 
topic  which  was  becoming  one  of  his 
favorites — History  of  Medicine  (he  wrote 
later  that  he  had  not  anticipated  how  much 
preparatory  work  is  needed,  to  lecture,  or 
write  articles,  in  this  field). 

Each  summer,  he  would  go  to  New  York  or 
Boston  where  he  would  spend  weeks  attend- 
ing lectures  or  working  in  a laboratory  of 
physiological  chemistry.  In  his  practice,  he 
had  the  experience  that  many  physicians  had 
during  their  early  years  in  medicine — he 
found  he  loved  little  children  and  they  loved 
him!  Later  he  told  of  an  experience  that  had 


July  1997 


255 


WHAT  IS  HIS  NAME? 


happened  to  Dr.  William  Osier  of  Johns  Hop- 
kins. That  great  doctor  had  just  examined  a 
beautiful  little  girl  who  was  going  to  die.  As 
he  walked  down  the  hall  whistling,  he  was 
reminded  that  he  was  in  a hospital. “I  whis- 
tle,” he  said,  “to  keep  the  tears  away.” 

Similar  experiences  probably  occurred  to 
the  young  South  Carolina  physician.  He 
decided  to  train  in  pediatrics  in  the  best  place 
he  could  find,  took  a competitive  exam,  and 
was  awarded  a residency  at  Harvard-affiliated 
Children’s  Hospital  in  Boston.  He  “worked 
early  and  late,  and  loved  it!”  He  would  some- 
times go  as  long  as  six  weeks  without  leaving 
the  hospital  building.  It  was  not  easy,  howev- 
er. One  morning  on  rounds,  when  asked  by 
the  chief  of  pediatrics  why  he  had  omitted 
something,  he  explained  that  he  had  hardly 
had  any  sleep  the  previous  night.  “Young 
doctor,”  said  the  chief,  “I  don’t  care  if  you 
never  sleep!” 

Toward  the  end  of  his  residency,  probably 
realizing  that  much  of  twentieth  century 
medicine  would  involve  the  treatment  of 
infectious  disease,  he  took  additional  training 
in  that  field  at  Boston  city  hospital  where 
there  were  “whole  wards  of  diphtheria,  scar- 
let fever,  etc.”  He  later  returned  to 
Charleston,  becoming  one  of  the  first  pedia- 
tricians in  South  Carolina  and  was  appointed 
instructor  in  pediatrics  at  the  Medical  Col- 
lege, rising  to  the  rank  of  full  professor  about 
1920.  As  far  as  can  be  ascertained,  he  was  the 
first  full  professor  of  pediatrics  there  (accord- 
ing to  information  kindly  furnished  by  the 
Waring  Historical  Library’s  Mrs.  Betty  New- 
som). 

He  authored  over  30  papers,  including  arti- 
cles on  pellagra,  pyloric  stenosis,  polio,  ure- 
mia, syphilis,  etc.,  as  well  as  a series  titled 
Excursions  into  Medical  History , brief 
biographies  of  doctors  from  Paracelsus  to 
Sydenham.  Many  of  these  biographies  were 
published  in  The  Journal  of  the  South  Caroli- 
na Medical  Association,  on  whose  editorial 
board  he  later  served  for  years. 

Determined  to  teach  people  Harvard-type 
medicine,  he  once  tried  to  explain  to  a callous 


mother  that  if  she  did  not  follow  his  instruc- 
tions, her  seriously  ill  child  would  die.  She 
had  replied,  “I  reckon  as  how  I can  get  more 
where  that’  un  come  from.”  As  he  told  the 
story  later,  his  face  was  still  almost  livid  with 
frustration  and  anger.  However,  his  practice 
grew,  and  he  continued  to  enjoy  teaching  at 
the  Medical  College  and  giving  lectures 
throughout  the  state. 

About  1918,  he  met  an  attractive  girl.  He 
told  someone  later  that  while  most  women 
dressed  ostentatiously,  she  wore  simple  dress- 
es that  brought  out  her  natural  loveliness!  Her 
name  was  Cora  Sprott.  They  were  married 
some  months  later.  She  had  a great  deal  of 
common  sense,  admired  his  great  knowledge, 
and  later  became  president  of  the  South  Car- 
olina Medical  Auxiliary  (she  bore  him  two 
sons,  each  of  whom  followed  his  two  main 
interests — medicine  and  teaching.  One  son 
became  an  internist  in  South  Carolina.  The 
other  son  earned  a Ph.  D.  from  Columbia 
University  and  became  a professor  of  anato- 
my and  physical  anthropology  at  the  Univer- 
sity of  North  Carolina). 

He  once  said  wistfully  that  he  enjoyed 
being  a professor  in  a medical  school,  but  that 
he  found  it  hard  to  raise  a family  on  a salary 
of  $100  a year  (many  professors  probably 
feel  the  same  way  today!). 

In  the  early  1920s,  people  in  Greenville  told 
him  that  they  needed  him.  He  visited  the  city, 
liked  the  people  and  the  climate,  and  moved 
there.  He  continued  his  interest  in  teaching  by 
making  rounds  with  the  house  staff  on  the 
charity  wards  at  the  hospital  and  lecturing  to 
the  nurses.  Then  came  the  Great  Depression. 
Few  people  could  afford  to  bring  their  chil- 
dren to  a doctor.  His  annual  gross  income  in 
the  early  1930s  was  about  $500. 

However,  he  used  his  time  well.  He  had 
always  been  a voracious  reader.  His  library  of 
several  hundred  volumes  included  the  works 
of  Dickens,  Durant,  Breasted,  Hubbard,  O. 
Henry,  and  H.  G. Wells,  most  of  which  he 
probably  had  read  from  cover  to  cover.  He 
especially  enjoyed  reading  about  ethics,  his- 
tory, and  biographies,  particularly  about 
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famous  physicians.  When  he  would  learn  of 
some  topic  from  a friend,  or  the  media,  he 
would  look  it  up  in  an  encyclopedia,  and 
would  often  get  out  books  from  the  public 
library  to  learn  more. 

He  had  great  respect  for  other  people’s 
opinions,  cultures,  and  beliefs. When  he 
would  meet  someone  from  a foreign  country, 
he  would  ask  that  person  to  tell  him  all  about 
the  people,  culture,  art,  music,  cities,  etc.  He 
went  to  numerous  medical  meetings  and 
helped  start  the  South  Carolina  Pediatric 
Society  and  the  Southern  Pediatric  Seminar. 

In  the  late  1930s,  there  came  the  threat  of 
Hitler.  At  that  time,  the  doctor  was  asked  a 
difficult  question:  “You  are  a physician.  Sup- 
pose that  someone  had  threatened  to  kill  you 
and  that  a short  time  later  you  found  him  near 
death  on  a lonely  road.  Would  you  try  to  save 
his  life?”  “Well,”  he  replied,  “I  wouldn’t  be 
enthusiastic  about  it;  but  I would  have  to  try.” 
Only  those  who  knew  his  deep  religious 
upbringing  could  appreciate  the  enormous 
meaning  of  his  statement.  “The  New  Testa- 
ment” says  “Greater  love  has  no  man  than 
this,  that  he  lay  down  his  life  for  his  friends.” 
Yet  here  was  a doctor  who  was  willing  to  lay 
down  his  life  for  someone  who  had  declared 
himself  an  enemy.  Could  anything  be  more 
Christian? 

After  World  War  II,  things  became  better 
for  him.  He  was  able  to  begin  doing  some  of 
the  things  that  many  a young  doctor  and  his 
wife  have  looked  forward  to.  He  promised 
her  that  he  would  take  her  on  some  trips. 
Because  he  had  studied  German,  French,  and 
Latin,  he  took  her  around  Germany,  France, 
Italy,  Spain,  Mexico,  and  South  America, 
often  without  a guide,  seeing  the  historic 
cities  and  visiting  their  superb  museums, 
churches,  etc. 

He  had  a myocardial  infarction  when  he 
was  about  70,  but  he  continued  to  practice 
medicine  until  the  age  of  75.  He  said  that  he 
would  have  liked  to  kept  practicing  medicine, 
but  that  he  was  being  called  out  to  see 
patients  nearly  every  night!  Nevertheless,  his 
fondness  for  academic  medicine,  and  his 


desire  to  help  charity  patients,  impelled  him 
to  continue  to  teach  the  house  staff  in  the 
clinic  until  he  was  80  years  old.  He  was  well 
qualified  to  do  so,  having  continued  to  read 
medical  journals  regularly  throughout  his 
career. 

Some  of  the  people  at  the  hospital  (espe- 
cially Dr.  William  DeLoache),  who  knew  his 
fondness  for  all  who  worked  there,  arranged 
for  him  to  have  an  office  and  the  the  honorary 
title  of  assistant  director  of  medical  educa- 
tion. He  went  there  every  day  where  he  con- 
tinued to  write  articles.  National  journals 
published  some  of  them,  including  The 
Importance  of  Communication , and  Doctors 
as  Authors.  In  the  latter,  he  quoted  a physi- 
cian-author who  had  stated  that  “a  knowledge 
of  human  nature,  especially  of  man’s  or 
woman’s  reaction  to  pain,  fear,  or  tragedy,  is 
learned  first-hand  and  extremely  well  by 
being  a doctor.” 

He  enjoyed  immensely  being  with  younger 
physicians.  He  would  come  home  and  tell  his 
wife  how  much  pleasure  he  had  when  a busy 
physician  had  come  by  his  office  to  talk  to 
him.  When  he  was  85  years  old,  he  again  had 
severe  chest  pain.  If  one  may  paraphrase  an 
article  from  a medical  periodical  published  in 
South  Carolina  about  another  elderly  physi- 
cian, “He  had  grappled  with  the  Grim  Reaper 
at  so  many  bedsides,  that  he  had  no  fear 
now.”  His  funeral,  held  at  Buncombe  St. 
Methodist  Church,  was  attended  by  hundreds. 

The  editor  of  The  Bulletin  of  the  Greenville 
County  Medical  Society , Dr.  Donald  Kilgore, 
penned  these  words:  “On  May  12,  1969,  one 
of  the  most  beloved  physicians  in  Greenville 
passed  aw  ay...  he  was  known  to  hundreds  of 
friends  both  in  and  out  of  the  medical  profes- 
sion... always  the  outstanding  example  of  that 
old  phrase,  ‘Growing  old  gracefully.’  He 
maintained  an  active  interest  in  medicine 
until  the  very  end.  Three  days  before  his 
death,  he  participated  actively  in  the  Friday 
Pediatric  Conference  at  Greenville  General 
Hospital.  He  maintained  as  much  interest  in 
the  future  of  medicine  as  a freshman  medical 
student.  He  was  one  of  the  most  gentle,  con- 
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siderate  men  I have  ever  known.  I never 
heard  him  make  an  unkind  statement  about 
any  person.  I have  never  found  anyone  who 
had  anything  but  the  highest  praise  for  him  as 
a person  and  as  a physician.  His  mind 
remained  active  and  alert.  If  God  permits  me 


to  attain  his  years,  I only  hope  that  I will  wear 
them  in  the  courtly  manner  that  he  did.” 

The  doctor’s  name  was  Richard  Morris  Pol- 
litzer,  M.  D.,  F.  A.  A.  R I knew  the  doctor 
well.  He  was  my  father.  □ 


Greenville  Hospital  System 


SOUTH  CAROLINA  FAMILY  PHYSICIANS 


Healing  is  a Matter  of  Time,  But  it  is 
Sometimes  Also  a Matter  of  Opportunity 
— Hippocrates  (c.460-c.377BC) 


BC/BE  Family  Practice  Physicians — Opportunity  to  join 
an  energetic  primary  care  network  in  the  growing 
upstate  region  of  South  Carolina.  Private  practice 
opportunities  in  both  FP  and  FP/  OB  in  Greenville,  Greer 
and  Laurens.  Affiliated  with  a state-of-the-art,  multi- 
facility health  system  offering  a sophisticated  network  of 
specialties  and  technologies.  Competitive  and 
progressive  salary  package.  Contact  Linda  Stoddard, 
GHS/GHC,  701  Grove  Road,  Greenville,  SC  29605,  (864) 
455-6157  or  1-800-772-6987. 
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F/iitomis 

FAMILY  PHYSICIANS  WHO  WRITE 

Full  many  a gem  of  purest  ray  serene 
The  dark  unfathomed  caves  of  ocean  bear: 

Full  many  a flower  is  bom  to  blush  unseen, 

And  waste  its  sweetness  on  the  desert  air. 

— Thomas  Gray,  Elegy  Written  in  a Country  Churchyard 

To  live  a life  for  others  is  a greater  thing  than  to  leave  a legend. 
The  life  serves,  the  legend  can  only  collect  dust. 

— B.  Lewis  Barnett,  Jr.,  M.  D. 


Few,  if  any,  members  of  society  are  as  rou- 
tinely helpful  to  their  fellow  humans  as  are 
family  physicians — especially  those  who  live 
out  their  lives  in  smaller  communities.  Heal- 
ers and  counselors,  mentors  and  friends,  they 
serve  as  advocates  for  all  that  is  best  about 
our  species.  Yet,  by  and  large,  their  benefi- 
cence and  genius  goes  unrecorded  for  posteri- 
ty. Their  time-pressured  office  notes  seldom 
find  their  way  into  historical  archives.  The 
enormous  growth  of  medical  school  faculties 
during  this  century  discourages  them  from 
submitting  to  refereed  medical  journals.1  And 
so,  how  will  future  generations  know  of  their 
deeds  and  their  character?  Fortunately,  there 
have  been  here  and  there  family  physicians 
who  have  sought  literary  immortality  by  writ- 
ing candidly  of  their  experiences. 

Prompting  this  editorial  was  a splendid  lit- 
tle book  entitled  The  Black  Bag  by  Dr.  Robert 
E.  Holman  of  Elloree,  South  Carolina.2  Hol- 
man began  practice  in  1958  and  started  writ- 
ing as  self-medication  for  insomnia.  He  states 
that  “by  the  world’s  financial  standards,  I am 
not  considered  a rich  man,”  but  that  “I  am  an 
emotional  millionaire,  for  the  experiences  I 
have  lived  through  here  [in  Elloree]  are  worth 
more  than  gold.”  His  compilation  of  anec- 
dotes, poetry,  and  philosophy  of  life  amply 
testify  to  the  richness  of  his  life’s  experience. 


Take,  for  example,  the  story  of  Miss  Biddy, 
an  elderly  registered  nurse,  talking  here  about 
ne’er  do  well  brother,  Andy: 

Sitting  on  the  captain’s  chair,  Miss  Biddy’s 
feet  barely  touched  the  floor.  She  was  not 
quite  5 feet  tall,  and  she  weighted  right  at  100 
pounds.  After  exchanging  the  usual  greetings, 
she  got  right  to  the  point. 

“Do  you  know  what’s  really  wrong  with 
Andy?”  her  eyes  were  bright  blue  and 
they  were  locked  on  to  mine. 

“Well,”  I stammered,  “One  of  his  problems 
is  that  he  drinks  too  much  whiskey,  and 
that  has  damaged  his  liver,  heart  and  brain.” 

“Everybody  knows  that,”  she  shot  back 
impatiently.  “You  know  Andy  is  the  baby 
child,  and  Poppa  was  60  years  old  when 
he  was  bom.” 

She  hesitated,  and  I waited  for  her  to  go 
on.  “I  did  not  know  how  old  your  father 
was,  but  I’m  sure  he  was  a loved  and 
wanted  child.” 

“Doctor,  the  reason  Andy  is  so  different 
from  the  rest  of  us  is  that  he  is  the  prod- 
uct of  a wilted  seed.” 
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She  was  dead  serious,  and  I had  better 
not  laugh  or  our  friendship  would  end 
right  that  minute.  I feigned  a coughing 
spell  covering  my  mouth  and  excusing 
myself.  When  I regained  my  composure, 
I came  back  into  my  office,  thanked  her 
for  her  visit  and  her  confidence  and  then 
escorted  her  to  the  door. 

Dr.  Holman’s  fine  appreciation  of  the  sub- 
tleties of  human  nature  bear  witness  to  the  old 
aphorism  that  the  world  is  a great  show  and 
doctors  have  a front-row  seat! 

Dr.  B.  Lewis  Barnett,  Jr.,  practiced  for  20 
years  in  Woodruff,  South  Carolina,  his  home 
town.  He  became  involved  in  the  family 
medicine  movement,  serving  as  president  of 
the  South  Carolina  Academy  of  Family 
Physicians  and  later  as  president  of  the  Amer- 
ican Board  of  Family  Practice.  He  is  now 
chair  of  the  Department  of  Family  Medicine 
at  the  University  of  Virginia  School  of 
Medicine.  His  book,  entitled  Between  the 
Lines , offers  a trove  of  reflections  on  the  art 
of  medicine  and  the  meaning  of  medicine.3 
One  of  his  stories,  for  example,  tells  about 
being  asked  during  his  early  days  in  practice 
to  see  a patient  for  an  allegedly-indisposed 
older  physician: 

I jumped  at  the  chance,  this  would  be  my 
very  first  night  housecall.  As  it  turned 
out,  the  patient  was  Miss  Molly,  a very 
old,  tiny,  prune-like  lady  who  was  the 
mother  of  a not-too-bright  sharecropper.  I 
wondered  why  my  older  doctor  had  cho- 
sen this  night  to  have  his  migraine. 

When  I arrived  at  their  little  two-  or 
three-room  dwelling  in  the  middle  of  the 
cotton  patch,  I found  the  patient  in  a 
dimly  lit  comer  of  the  room  covered  with 
layers  of  homemade  quilts.  She  was  in 
flagrant  pulmonary  edema... I gave  her 
all  that  I had  in  the  bag  for  such — mor- 
phine, diuretics,  glycosides — but  still  she 
was  breathing  desperately.  I looked 
through  the  drawers  of  a chest  to  find 


some  cloth  flour  sacks.  I made  tourni- 
quets out  of  these  and  continued  to  rotate 
them  through  the  night.  She  responded. 
My  first,  big  triumph  over  the  enemy! 

Several  weeks  later,  I had  asked  her  to 
come  to  my  office  for  follow-up.  Her  son 
brought  her  in.  She  was  doing  very  well. 
As  she  was  leaving,  I heard  the  following 
conversation  between  her  and  her  son  in 
the  hallway.  He  said,  “Ma,  you’ve  got  to 
pay  the  doctor.”  Whereupon  she  looked 
up  at  him  and  said,  “Humph,  I don’t  owe 
him  nothin’,  I made  this  trip!” 

Distributed  by  the  Society  of  Teachers  of 
Family  Medicine  Foundation,  Dr.  Barnett’s 
book  is  of  incalculable  value  in  convincing 
medical  students  to  choose  careers  in  primary 
care. 

No  discussion  of  literary  family  physi- 
cians— in  this  state  or  elsewhere — would  be 
complete  without  mention  of  Dr.  William 
Harvey  Hunter  of  Clemson,  South  Carolina. 
Bill  has  not  only  been  a regular  contributor  to 
the  medical  literature  but  is  also  a columnist 
for  the  Anderson  Independent.  In  my  opinion, 
his  masterpiece  was  an  essay  published  in 
JAMA  and  entitled  simply,  “Daddy.”4  Bill 
describes  how  he  returned  to  Clemson  to 
practice  medicine  in  1953,  waited  for  patients 
to  come  to  him,  and  was  finally  asked  to 
attend  a gentleman  having  a heart  attack  in 
the  foothills  of  Pickens  County.  Because 
“Daddy”  refused  to  go  to  the  hospital  in 
Anderson,  Bill  had  the  following  experience: 

“Daddy”  whom  I was  going  to  see  turned 
out  to  be  the  patriarch  of  this  part  of  the 
country.  When  we  arrived,  there  were 
about  50  people  standing  around  under 
the  white  oaks.  Daddy  raised  himself 
from  his  bed,  gasping  a bit.  He  gave  me  a 
look  that  said:  “Is  this  the  best  those  boys 
could  do?  Guess  I’ll  just  have  to  put  up 
with  him.” 

He  was  76  years  old.  The  ECG  con- 
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firmed  a myocardial  infarction  with 
numerous  PVCs,  and  there  were  wet 
rales  in  both  lung  bases.  I was  six  weeks 
out  of  what  I thought  was  a good  intern- 
ship in  one  of  the  best  teaching  hospitals 
in  the  Carolinas,  but  I wasn’t  prepared 
for  this.  My  looks  must  have  betrayed  me 
(Celtic  types  read  a lot  into  looks), 
because  Daddy  gasped:  “Doc,  I was  bom 
in  this  house,  lived  here  all  my  life,  and 
I’m  gonna  die  in  this  house.  You  just  do 
the  best  you  can.” 

Bill  stayed  up  with  “Daddy”  all  night. 
“Daddy”  survived,  and  his  large  kinship 
group  ensured  that  Bill  Hunter  would  never 
again  lack  patients.  At  subsequent  family 
reunions,  Bill  tells  us,  “the  preacher  would  sit 
on  one  side  of  ‘Daddy’  and  I sat  on  the 
other.” 


Down  through  the  years  there  have  been 
many  famous  writers  who  were  also  physi- 
cians: Anton  Chekhov,  Sir  Arthur  Conan 
Doyle,  Somerset  Maugham,  and  in  our  own 
century  and  country,  William  Carlos 
Williams,  Walker  Percy,  Lewis  Thomas,  and 
Georgia’s  Ferroll  Sams,  to  name  a few.  But  I 
submit  that  for  letting  us  know  what  the  prac- 
tice of  medicine  is  really  like  in  the  second 
half  of  the  twentieth  century,  these  South  Car- 
olina family  physicians  are  second  to  none. 

— CSB 
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JAMES  HENRY  DESPORTES,  1880-1947 


Before  becoming  president  of  the  South 
Carolina  Medical  Association  in  1939,  James 
Henry  DesPortes,  M.  D.,  served  for  a number 
of  years  as  councilor  from  his  district.  In 
addition,  he  served  as  chairman  of  the  District 
Councilors  for  several  years.  “As  a Councilor 
he  was  always  faithful  and  a hard  worker 
both  in  his  District  and  in  the  broader  affairs 
of  the  State  Medical  Association.”1  He  also 
served  his  district  as  president  of  the  York 
County  Medical  Society  and  in  1946  and 
1947,  Dr.  DesPortes  served  his  medical  alma 
mater  as  a member  of  its  Board  of  Trustees. 

James  Henry  DesPortes  was  bom  on  a farm 
near  Ridgeway,  S.  C.  He  received  his  primary 
education  at  Mt.  Hope  School.  He  graduated 
from  Porter  Military  Academy  in  Charleston 
in  1896,  after  which  he  entered  the  Medical 
College  of  the  State  of  South  Carolina  from 
which  he  graduated  in  1900. 

After  World  War  I,  Dr.  DesPortes  settled  in 
Fort  Mill,  S.  C.  where  he  engaged  in  general 
practice  until  his  death.  In  1934,  Dr. 


DesPortes  was  married  to  Miss  Lila  Parker  of 
Fort  Mill.  During  World  War  II,  “he  gave  of 
his  time  and  services  unsparingly... when  the 
younger  men  were  serving  in  the  armed 
forces,  he  carried  on  an  amount  of  work 
which  would  have  downed  many  a younger 
man.”2 

“A  man  of  firm  conviction,  indomitable 
perseverance,  and  a big  heart,  his  advice  and 
aid  was  sought  by  those  who  knew  him.  He 
was  loved  by  his  patients  and  his  col- 
leagues...”3 Dr.  DesPortes  died  at  his  home  in 
Fort  Mill,  S.  C.  on  June  2,  1947. 

Jane  McCutchen  Brown 
Curator 

Waring  Historical  Library 

REFERENCES 

1.  JSCMA  33:121,  1937 

2.  JSCMA  43:187,  1947 

3.  Ibid. 


262 


The  Journal  of  the  South  Carolina  Medical  Association 


SOUTH  CAROLINA  MEDICAL  ASSOCIATION  ALLIANCE 

1923—1998 

DIAMOND  JUBILEE  75TH  ANNIVERSARY 

During  the  1997-1998  alliance  year,  the  members  will  celebrate  the  75th  anniversary  of  the 
organization  in  various  ways.  The  1998  Annual  Meeting  will  highlight  75  years  of  our  heritage, 
as  we  convene  at  the  Charleston  Place  in  April. 

HIGHLIGHTS  OF  75  YEARS  OF  ALLIANCE 


Organization 

The  South  Carolina  Medical  Association  Auxiliary  was  formed  in  April  of  1923  when  a meet- 
ing was  called  to  form  a Women’s  Auxiliary  during  the  annual  convention  of  the  South  Carolina 
Medical  Association  in  Charleston.  Twenty-eight  women  were  present.  The  first  president  elect- 
ed was  Mrs.  R.  S.  Cathcart  of  Charleston.  The  first  annual  meeting  was  held  in  1924  in  Orange- 
burg. Nine  counties  had  been  organized  during  the  first  year:  Charleston,  Chester,  Colleton, 
Dorchester,  Fairfield,  Kershaw,  Lancaster,  Orangeburg,  and  York. 

Conventions  were  held  annually.  The  auxiliary  grew  in  numbers  from  28  to  1,533  members  in 
75  years.  The  state  and  county  component  auxiliaries  engaged  in  many  activities.  For  example,  in 
one  early  project,  the  members  raised  $3,000  to  pay  half  the  cost  of  the  statue  of  a famous  gyne- 
cologist, Dr.  J.  Marion  Sims,  which  was  erected  on  the  State  Capitol  grounds  and  still  stands 
today. 

On  June  23,  1992,  the  AM  A Auxiliary  House  of  Delegates  voted  to  change  the  name  of  the 
national  organization  to  American  Medical  Association  Alliance.  The  delegates  also  voted  to 
adopt  a tagline  which  defines  the  membership  of  the  organization  and  which  will  be  used  with 
the  name.  The  tagline  reads  “Physicians’  Spouses  Dedicated  to  the  Health  of  America.”  This 
information  was  presented  to  the  SCMA  Auxiliary’s  Planning  and  Development  Committee  on 
July  1,  1992.  The  committee  recommended  that  a special  committee  be  formed  to  study  our  state 
auxiliary’s  name.  We  adopted  the  new  name  of  South  Carolina  Medical  Association  Alliance  in 
1994.  We  agreed  with  the  AM  A Alliance  that  an  alternative  name  was  needed  to  describe  the 
diverse  interests  of  physicians’  spouses  in  the  1990s.  The  trend  in  membership  reflects  more 
career  professionals,  male  spouses,  and  the  diversity  of  resident  physician/medical  student  spous- 
es and  members  whose  physician  spouses  have  retired. 

Development  of  Projects 

Development  of  projects  by  committees,  some  still  standing  today,  was  established  through  the 
years.  For  example: 

Scholarship:  A student  loan  fund  was  established  in  1931  to  assist  medical  students, 
nurses,  laboratory,  and  X-ray  technologists.  This  program  is  still  in  effect  today  with 
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scholarships  offered  to  select  medical  students  each  year.  American  Medical  Associa- 
tion/Education and  Research  Fund  (AMAJERF):  The  first  mention  of  fundraising  for  this 
purpose  was  in  1958.  Available  records  reveal  that  in  the  past  10  years,  the  total  con- 
tributed from  South  Carolina  is  over  $300,000. 

Health  Projects:  Members  have  given  assistance  in  United  Way  drives,  crippled  chil- 
dren clinics,  rural  school  dental  clinics,  cancer  control  projects,  and  many  other  projects. 
Also  notable  was  the  program  coordination  with  other  groups  such  as  business  and  pro- 
fessional women  clubs  and  Girl  Scouts. 

Legislation:  Mrs.  R.  M.  Pollitzer  of  Greenville  was  appointed  by  Governor  Burnet  May- 
bank  in  1941  to  the  State  Nutrition  Board  to  work  with  the  state  Legislature.  She  spear- 
headed efforts  which  resulted  in  the  passing  of  the  law  which  “will  enrich  and  fortify 
flour  and  cornmeal  manufacture  in  South  Carolina.” 

Philosophy  Through  the  Years 

In  1934,  the  national  president,  Mrs.  James  Burke,  of  Hopkins,  Minnesota,  stated  at  the  annual 
convention  of  the  South  Carolina  Medical  Association  Auxiliary  in  Charleston  that  we  “need  to 
read  the  magazines  we  don’t  like  and  the  newspapers  with  which  we  disagree  in  order  to  find  out 
what  the  opposition  is  thinking.  By  doing  so,  women  will  keep  from  becoming  lopsided  mentally.” 
The  main  objectives  of  the  auxiliary  years  were  stated:  “to  extend  the  aims  of  the  medical  pro- 
fession, through  auxiliary  membership,  to  various  organizations,  and  to  promote  acquaintance 
among  doctors’  families  so  that  local  unity  and  harmony  may  be  increased.” 

During  World  War  II,  an  important  goal  was  stated:  “Each  member  of  the  auxiliary,  as  an 
American  citizen,  assumes  her  responsibility  in  the  war  effort.”  The  state  joined  the  American 
Medical  Association  Auxiliary’s  nationwide  advertising  program  to  sell  the  American  people  on 
the  idea  that  “The  Voluntary  Way  is  the  American  Way.”  Also,  the  members  were  encouraged  to 
“Register  Soon,  Vote  Properly — RSVP.”  The  program  theme  of  the  American  Medical  Associa- 
tion Auxiliary,  “Know  Your  Community,”  was  felt  to  be  an  excellent  opportunity  for  doctors’ 
wives  to  promote  good  public  relations.  Funding  efforts  for  worthwhile  health  programs  were 
encouraged,  and  it  was  stated  that  “Charity  drives  such  as  heart,  polio,  cancer,  or  raising  funds 
for  a church  or  hospital  always  find  our  members  hard  at  work.” 

Through  the  years,  the  two  chief  goals  of  auxiliary  members  were:  “(1)  guarding  the  health  of 
her  husband,  and,  (2)  becoming  a more  effective  partner  in  medicine.”  Members  have  become 
increasingly  active  in  legislative  matters. 

The  members  of  the  medical  alliance  have,  from  the  beginning,  been  thinkers  and  doers. 
Emphasis  may  be  changed  over  the  years,  but  members  have  continually  embraced  the  same 
basic  philosophy:  that  of  helping  one’s  spouse  and  that  of  serving  the  family  unit,  the  neighbor- 
hood, the  state,  and  the  nation. 

We  can  see  clearly  that  love  for  one’s  fellow  man  has  always  made  the  difference  in  the  quality 
of  life  of  those  around  the  alliance  families. 

“LET  US  LISTEN  TO  OUR  HERITAGE” 


Susanne  Geist  Black,  M.  D. 
SCMAA  Historian 
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software 


LIMITED 


Rent  Monthly  for  $250  for  single  user  and  $50  for  additional  terminal 
users.  No  up  front  license  fees  and  only  a 90  day  contract.  Includes 
installation,  training  and  on  going  support  and  enhancements. 

Monthly  Rental.  Rent  to  Purchase  and  Lease  options  available. 

Are  you  able  to  select  your  own  hardware  and  vendor  ? 

Are  you  permitted  to  add  other  PC  software  products  to  your  system  ? 

Are  you  using  Windows  & receiving  the  benefits  of  Microsoft  products  ? 


Features 

Conversion  of  your  current  Data 

Capitation  and  Managed  Care  support 

Electronic  Claims,  Stmts,  Imaging,  Voice,  Graphics 

Document  Mgt.  support  with  interface  to  Microsoft  Word 

Chart  Notes  use  Point  & Click  DecisionTree  with  Templates 

Claims  for  Pri.,  Sec.,  Tertiary,  Worker's  Comp. , Auto  Accident 

Network  support  for  Novell,  LANtastic,  Windows/NT,  Windows/95 

Medical  Records  (Medication,  Immunization,  Allergies,  Reactions,  etc.) 

Appointment  Scheduler  supports  multiple  Physicians  and  Locations 

Year  2000  ready,  Relational  Database  Design,  On  Site  Training,  Support 

Single  Screen  for  A / R Mgt.  ( aging  ) of  all  your  Accounts  with  Diary  Notes 

Encounter  Form  that  provides  enough  information  to  avoid  pulling  File  Folder 


Physicians  and  nurses  will  find  the 
accessibility  of  this  information 
in  the  future.  Allow  us  the  chance 
discuss  your  needs.  You  are 
customer's  office. 


medical  records  captured  and  the 
invaluable  for  Patient  care  today  and 
to  show  you  our  product  and  meet  to 
welcome  to  call  or  visit  one  of  our 


Interested  in  starting  your  own  small  business?  Ask  us  about  our 
medical  claims  and  billing  module  for  Billing  Services  only. 


For  additional  information  call  800  754-7213  • 803  754-4290  or  visit  our  Web  Site 
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EMERGENCY  MEDICINE,  FAMILY 
PRACTICE,  INFECTIOUS  DISEASE, 
ORTHOPEDIC  SURGERY— Practice 
opportunities  in  Orangeburg  County  for  expe- 
rienced practitioners  and  graduating  resi- 
dents/fellows. Practice  initiation  assistance 
and  relocation  allowance  are  available.  Locat- 
ed at  the  junction  of  1-26  and  1-95,  35  minutes 
to  Columbia  and  65  minutes  to  Charleston. 
Achieve  financial  success  in  a non-competi- 
tive environment  while  enjoying  a superior 
quality  of  life.  Contact  Dr.  Chermol,  The 
Regional  Medical  Center  at  (800)  866-6045. 

WANTED:  PRIMARY  CARE  PRAC- 
TICES: UCI  MEDICAL  AFFILIATES, 
INC.,  - DOCTOR’S  CARE,  PA  is  currently 
expanding  in  South  Carolina!  Seeking  prima- 
ry care  medical  practices  for  merger/acquisi- 
tion. Would  also  consider  specialty  practices. 
Please  direct  CVs,  correspondence  to  UCI 
Medical  Affiliates , Inc.  (dba  Doctor’s  Care, 
PA),  1901  Main  Street,  Suite  1200,  Mail  Code 
1105,  Columbia,  SC  29201,  Attn:  Practice 
Acquisitions. 


GROUP  OF  RESIDENCY-TRAINED 
EMERGENCY  PHYSICIANS:  Need  board 
certified  EM  independent  contractor  to  fill  5- 
7,  eight  hour  shifts  per  month.  120  bed  hospi- 
tal in  rural  upstate  South  Carolina.  Fax  CV  to 
1-864-888-1403. 

FAMILY  PRACTICE/PRIMARY  CARE: 

Practice  opportunities  in  South  Carolina  for 
experienced  practitioners  on  a full-time  or 
part-time  basis.  If  you  are  looking  for  a little 
extra  “butter  and  egg”  money,  we  have  short- 
term placement.  When  you  are  considering 
making  a change  in  your  job  status,  we  would 
be  honored  to  discreetly  represent  you.  Jennie 
‘ Ware  Family  Medical  Services,  Inc.,  provides 
the  highest  quality  provisional  contract  medi- 
cal services  to:  family  practices, 

clinics/urgent  care  centers,  hospital  systems, 
nursing  homes  and  assisted  living  centers, 
and  multidisciplinary  groups  or  networks.  We 
are  located  in  Greenville,  SC.  For  more  infor- 
mation, call  toll-free  (888)  593-6737,  or  visit 
our  website  http://www.jennieware.com. 
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'Matters  of  Interest 
to  South  Carolina 
Physicians.  yy 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


HOW  MUCH  SHOULD  YOU  BE  SAVING? 


Financial  planners  feel  post-retirement  income  should  be  75%  to  80% 
of  your  pre-retirement  income. 

MONTHLY  SAVINGS  REQUIRED  TO 
PRODUCE  $1,000  OF  MONTHLY  INCOME 


'OURSELF 


A Monthly  Income  you  want  to  receive  when  you  retire? 


B Years  to  retirement 


C From  the  graph  on  the  previous  page,  enter  monthly 
savings  required  to  produce  $1,000  per  month  of 
retirement  income 


D Multiply  A x C to  get  required  monthly  savings 


If  you  think  it’s  too  difficult  to  start  saving  for  retirement  now,  redo 
the  calculations  for  5 years  from  now. 

Now  is  the  time  to  begin! 

Now  is  the  time  to  commit  yourself  to  action! 

Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice. 
Only  your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.Box  688  • Columbia,  SC  29202  • (803)254-0002  • Fax  (803)  765-2403 

1 -800-742-3669 


It’s  time  to  reform  Medicare.  But  please... 


We  all  recognize  the  need  to  bring  Medicare  spending  under  control. 

But  what’s  the  fairest  way  to  do  it? 

Some  people  in  Congress  are  advocating  deep  cuts  in  reimbursements  to  physicians.  That’s  one 
way  to  cut  costs.  But  is  it  fair?  And,  more  importantly,  will  it  really  reform  Medicare? 

Some  very  influential  voices  in  government  and  the  press  don’t  think  so.  Here’s  a sampling 
of  what  they  say: 

Congressional  Budget  Office:  In  a 1996  report  on  deficit  reduction,  the  CBO  warned 
that  with  across-the-board  cutting  in  Medicare,  some  beneficiaries  “...might  find  that  they 
no  longer  had  access  to  some  medical  services  in  the  traditional  fee  for  service  sector .” 

The  New  York  Times:  In  an  editorial,  the  Times  criticized  policy  makers  who  “...pretend 
that  physician  reimbursements  can  he  cut  without  affecting  health  care  — as  if  both 
doctors  and  hospitals  can  he  slammed  without  hurting  anyone  except  the  providers  of  care” 

Physician  Payment  Review  Commission:  In  its  annual  report  to  Congress,  PPRC 
said  the  current  Medicare  reimbursement  formula  for  physicians  “...will  set  increasingly 
unrealistic  target  rates  of  expenditure  growth....” 

Physician  cuts  alone  will  not  do  the  job.  And  the  cuts  that  are  currently  proposed 
would  actually  hurt  physicians  by  rolling  back  reimbursements  so  far  that  they  don’t  even 
match  inflation  growth. 

That’s  not  fair.  It’s  not  fair  to  physicians,  and  it’s  not  fair  to  patients,  who  ultimately  pay  the 
price  under  such  drastic  cuts. 

What  we  need  is  real  reform.  Real  reforms  will  offset  the  need  for  deep,  unfair  cuts  to 
physicians.  The  American  Medical  Association  has  a plan  for  reform  that  offers  fiscal  stability, 
expanded  choices  for  patients,  a new  system  of  funding  graduate  medical  education, 
and,  above  all,  fairness. 

To  learn  more  about  our  plan,  call  1-888-AMA-1997. 
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What  can  a map  tell  you  about  a computer  system? 


More  than  40%  of  all  South 
Carolina  physicians  in  private 
practice  use  CompuSystems’ 
Medical  Practice  Management 
System  to  work  more 
efficiently  and  profitably. 


Plenty  — if,  like  this  one,  it  shows 
how  many  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably. 

For  example,  it  might  show  how  a 
16-year  commitment  to  ''Working  for 
Physicians"  has  resulted  in  over  660 
installations  in  South  Carolina, 
representing  some  1,930  physicians  — 
over  40%  of  the  4,600  in  private  practice 
in  the  state! 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross /Blue  Shield  (with  no 


per-claim  charges)  are  improving 
physicians'  revenue. 

It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive  — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry. 

It  might  demonstrate  how  technical 
expertise  brings  a host  of  innovations, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  in  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems  only 
in  the  Southeast,  a computer  company 


can  keep  customers  up  to  date  on  the 
latest  insurance  filing  requirements. 

It  could  emphasize  the  flexibility  of 
multi-user,  multi-tasking  software  that 
runs  on  the  most  popular  operating 
system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a computer  vendor  with  a 
vision  for  the  future  and  the  expertise  to 
make  that  vision  work  for  you. 
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software 


LIMITED 


Rent  Monthly  for  $250  for  single  user  and  $50  for  additional  terminal 
users.  No  up  front  license  fees  and  only  a 90  day  contract.  Includes 
installation,  training  and  on  going  support  and  enhancements. 

Monthly  Rental,  Rent  to  Purchase  and  Lease  options  available. 

Are  you  able  to  select  your  own  hardware  and  vendor  ? 

Are  you  permitted  to  add  other  PC  software  products  to  your  system  ? 

Are  you  using  Windows  & receiving  the  benefits  of  Microsoft  products  ? 


features 

Conversion  of  your  current  Data 

Capitation  and  Managed  Care  support 

Electronic  Claims,  Stmts,  Imaging,  Voice,  Graphics 

Document  Mgt.  support  with  interface  to  Microsoft  Word 

Chart  Notes  use  Point  & Click  DecisionTree  with  Templates 

Claims  for  Pri.,  Sec.,  Tertiary,  Worker's  Comp. , Auto  Accident 

Network  support  for  Novell,  LANtastic,  Windows/NT,  Windows/95 

Medical  Records  (Medication,  Immunization,  Allergies,  Reactions,  etc.) 

Appointment  Scheduler  supports  multiple  Physicians  and  Locations 

Year  2009  ready,  Relational  Database  Design,  On  Site  Training,  Support 

Single  Screen  for  A / R Mgt.  ( aging  ) of  all  your  Accounts  with  Diary  Notes 

Encounter  Form  that  provides  enough  information  to  avoid  pulling  File  Folder 


Physicians  and  nurses  will  find  the 
accessibility  of  this  information 
in  the  future.  Allow  us  the  chance 
discuss  your  needs.  You  are 
customer’s  office. 


medical  records  captured  and  the 
invaluable  for  Patient  care  today  and 
to  show  you  our  product  and  meet  to 
welcome  to  call  or  visit  one  of  our 


Interested  in  starting  your  own  small  business?  Ask  us  about  our 
medical  claims  and  billing  module  for  Billing  Services  only. 


For  additional  information  call  800  754-7213  • 803  754-4290  or  visit  our  Web  Site 

@www.foxmeadows.com 
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PAID  IV  Plus 


He’s  just  doing  Mom  a favor.  He  doesn’t  have 
a clue  who  the  insurer  is.  This  isn’t  going  to 
make  him  late  for  practice , is  it? 

Mix-ups  like  this  throw  your  practice’s  schedule  off 
and  frustrate  patients.  So  head  off  problems,  and  run 
your  office  smoothly  with  PAID  IV  Plus. 

PAID  IV  Plus,  Companion  Technologies’  private 
label  version  of  The  Medical  Manager®,  is  the 
complete  practice  management  software  system 
that’s  easy  to  use.  With  just  a few  simple  keystrokes, 
you’ll: 

Easily  look  up  doctor  numbers,  insurance 
companies  and  procedure  and  diagnosis  codes 

Automatically  select  the  correct  fees  for 
procedures  (based  on  provider  or  patient’s 
insurance  plan) 

Simplify'  collection  of  amounts  due  by 
automatically  calculating  the  patient-due  portion 

Utilize  special  features  to  make  data  input 
fast  and  efficient 

Quickly  update  financial  information  when 
you  post  procedures 

With  its  reputation  of  having  the  finest  Procedure 
Entry  routines  available.  PAID  IV  Plus  will  do  all  the 
work,  and  you'll  get  all  the  credit.  And  maybe  that 
raise ... 

Learn  what  else  PAID  IV  Plus  can  do  for  you. 

Call  Companion  Technologies  for  information  or  to 
schedule  a system  demonstration. 

1-800-382-PAID  (7243) 
or  fax  (803)  699-2384 

PAID  TV  Plus.  Because  patients  can’t  remember 
everything,  and  you  have  to. 


Companion  Technologies 

Modern  technology  for  practice  management. 
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Oceanfront, 
Creekside,  & 
Marshview 
Homesites 


Come  see  for  yourself 
why  Jeremy  Cay  and 
Tloe  Hammocks  are 
two  of  coastal  South 
Carolina  s fastest 
selling  properties. 


Historic  Jeremy  Cay  at  Eclingsville  Beach 
offers  South  Carolina's  most  beautiful  ocean- 
front  and  oceanview  homesites.  Dirt  roads 
wind  lazily  among  oaks,  palmettos,  and  tidal 
lagoons,  and  offer  residents  some  of  the 
most  majestic  scenery  ever. 

It  is  a place  of  seclusion 
and  natural  beauty,  where 
families  can  enjoy  the  creeks, 
marshes,  and  two  miles  of 
private  beach  that  surround 
this  pristine  island. 


The  Hammocks  at  Jeremy  Inlet  draws  its 
name  from  the  geographic  term  “hammock." 
which  is  used  to  describe  an  area  higher  than 
its  surroundings,  characterized  by  rich  soil  and 
hardwood  vegetation.  Here,  gigantic  oaks  rise 
proudly  above  these  magnifi- 
cent homesites  and  tropical 
vegetation  enhances  the  spec- 
tacular views  of  the  marsh, 
creek,  and  ocean.  Individual 
dock  sites  and  controlled 
access  provide  added  value. 


The  Savage  Company  • One  Hammocks  Way,  Edisto  Island,  SC  29438 
(803)  869-1556  • 1-800-475-1556  • FAX:  (803)  869-1557 


As  Ed  Catalano  said  several  years  ago,  referring  to  organized  medicine,  “It  may  not  be  perfect, 
but  it  is  the  best  game  in  town.”  Let  me  assure  you  it  is  a much  better  game  now  after  a decade  of 
leadership  on  the  national  level  by  James  S.  Todd,  M.  D.  While  president-elect  of  the  Columbia 
Medical  Society  in  1990,  I was  fortunate  enough  to  go  to  the  American  Medical  Association 
(AMA)  Leadership  Conference  in  Phoenix,  Arizona.  This  introduced  me  to  organized  medicine 
on  a national  level.  At  this  meeting,  James  S.  Todd,  M.  D.,  made  his  first  appearance  as  the 
AMA’s  executive  vice  president.  His  performance  was  spellbinding,  and  I,  along  with  others, 
immediately  knew  that  he  was  a man  for  the  times.  However  you  might  say  it,  he  was  a “cut 
above.”  He  demonstrated  an  intelligence  and  vision  that  was  reassuring  to  a neophyte  in  orga- 
nized medicine. 

Over  the  next  seven  years,  I had  the  opportunity  to  meet  and  learn  from  Dr.  Todd  at  the  AMA 
House  of  Delegates  meetings  and  leadership  conferences.  He  never  disappointed.  During  the  tur- 
bulent times  of  health  system  reform  and  managed  care,  he  kept  his  cool,  and  above  all  else, 
advocated  choice  for  both  physicians  and  patients.  His  leadership  qualities  had  a tremendous 
influence  on  the  leaders  of  medicine  over  the  entire  country,  and  because  of  this,  I am  optimistic 
about  organized  medicine’s  future. 

Dr.  Todd  died  on  June  24,  1997,  after  a two-month  battle  with  cancer.  The  announcement  of  his 
death  was  made  at  the  AMA’s  House  of  Delegates  meeting  in  Chicago.  The  remainder  of  the 
meeting  was  a solemn  occasion.  I have  asked  the  managing  editor  of  the  The  Journal  of  South 
Carolina  Medical  Association  to  print  the  AMA’s  Memorial  Resolution  in  this  month’s  journal.  I 
urge  you  to  read  this  memorial  about  James  S.  Todd,  M.  D.  He  was  a giant  in  organized 
medicine — an  extraordinary  man  who  was  a mentor  to  all  who  knew  him.  Every  physician  in  this 
country,  AMA  member  or  not,  owes  him  a debt  of  gratitude. 


S.  Nelson  Weston,  M.  D. 
President 
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HIGHLIGHTS  OF  THE  JULY  BOARD  OF  TRUSTEES  MEETING 


lames  S.  Todd.  M.  D.  The  board  agreed  to  contribute 
$1,000  to  the  North  Dakota  Medical  School  in  memory 
of  Dr.  Todd.  The  school’s  library  was  recently  devastat- 
ed by  flooding  in  the  state. 


HCFA  Rule:  The  board  discussed  a HCFA  rule  concern- 
ing non-reimbursement  for  physicians  who  treat  immediate 
relatives  or  relatives  of  physicians’  partners.  The  board  will 
decide  at  a later  meeting  whether  to  draft  a resolution  for 
the  AMA  Interim  Meeting  about  this  issue.  □ 


MEDICARE  UPDATE 


Automated  Multichannel  Test  Codes  Not  Implemented: 
On  page  15  of  the  May  1997  Medicare  Advisory  is  an  arti- 
cle about  new  panel  codes  for  automated  tests.  This  arti- 
cle instructed  you  to  use  temporary  codes  G0095-G0098 
effective  July  1, 1997.  However,  HCFA  has  determined 
that  these  new  panel  codes  create  operational  problems. 
Therefore,  Medicare  will  not  implement  codes  G0095- 
G0098,  and  you  may  not  bill  them. 

The  1998  CPT  manual  will  contain  new  codes  effective 
January  1998  for  these  panels.  Until  that  time,  resume 
billing  as  you  did  before  the  May  instruction. 

Referring  Physician  UPINs:  Referring  physicians  may 
not  bill  using  UPIN  “OTHOOO.”  This  is  reserved  for 
physicians  who  have  applied  for,  but  have  not  yet 
received,  a UPIN.  All  physicians  who  refer  Medicare  ben- 
eficiaries must  obtain  a UPIN  even  though  they  may 
never  bill  Medicare  directly. 

Incorrect! Invalid  Place  of  Service:  Remittance  code  CO- 
58  states  “the  claim/services  denied/reduced  because 
treatment  was  deemed  by  the  payer  to  have  been  rendered 
in  an  inappropriate  or  invalid  place  of  service.”  When  you 
receive  a denial  with  remittance  code  CO-58,  you  can  cor- 
rect the  claim  in  one  of  three  ways: 

1.  Correct  the  place  of  service  in  Item  24B. 


2.  Correct  the  procedure  code  in  Item  24D. 

3.  Add  modifier  26  only  if  both  of  the  following 
apply: 

— the  procedure  code  is  listed  among  those  that 
allow  a 26  modifier. 

— the  procedure  was  provided  in  a hospital  setting. 

Returned/Reiected  Claim  Reminder:  You  should  not 
write  “corrected  claim”  or  “second  submittal”  on 
retumed/rejected  claims.  Nor  should  you  attach  the  remit- 
tance or  a letter  explaining  why  the  claim  was  sent  back 
to  you.  Instead,  when  you  receive  a returned  or  rejected 
claim  which  requires  information: 

1 . You  should  check  the  entire  claim  for  incomplete 
or  incorrect  information,  do  the  necessary  cor- 
rections and  submit  the  claim  as  a new  claim, 
preferably  electronically.  Failure  to  submit  a com- 
plete and  correct  claim  will  result  in  additional 
retumed/rejected  claims. 

2.  You  should  not  send  the  claim  to  the  Provider  Ser- 
vice Center. 

3 . You  should  file  the  claim  electronically  or  send  the 

new  hardcopy  claim  to:  Medicare  B Claims  Pro- 
cessing AB-110,  Palmetto  Government  Benefits 
Administrators,  P.O.  Box  100190,  Columbia,  SC 
29202-3190.  □ 


COMPUTERIZED  PATIENT  RECORDS— LET  SCMA  PRACTICE  MANAGEMENT 
SERVICES,  INC.  HELP  YOU  MAKE  THE  RIGHT  DECISION 


Computerized  Patient  Records  (CPR)  is  a major  topic  of 
discussion  among  medical  practices  in  the  state.  Certain 
vendors  are  undertaking  a major  initiative  to  market  their 
CPR  systems  to  South  Carolina  physicians.  Let  South 
Carolina  Medical  Association  Practice  Management  Ser- 
vices, Inc.  (SCMA  PMSI)  help  you  separate  the  reality 
from  the  rhetoric  with  an  objective,  no-holds  barred 
review  of  whether  CPR  makes  sense  for  your  practice. 
We  can  help  you  evaluate  various  CPR  products,  assist 


you  in  the  question  of  integration/interface  with  your  cur- 
rent computer  system,  and  realistically  assess  CPRs  cost- 
savings  claims.  Let  us  share  with  you  our  famous  “Three 
Things  Your  Vendor  Will  Never  Tell  You  About  CPR.” 

For  more  information  about  any  of  SCMA  PMSI’s  ser- 
vices, call  Stephen  Seeling  at  (803)  798-6207,  ext.  260 
or  1-800-327-1021  statewide.  You  may  also  send  an  e- 
mail  message  to  stephen@scmanet.org.  7J 


REPORT  FROM  THE  YOUNG  PHYSICIANS  SECTION 

1997  Annual  American  Medical  Association  Meeting — Chicago,  Illinois,  June  19-21, 1997 

Patrick  J.  Kelly,  MD,  FACEP 

The  10th  anniversary  meeting  of  the  American  Medical  Association  Young  Physicians  Section  (AMA-YPS)  was  held 
in  Chicago  on  June  19-21,  1997,  at  the  Hyatt  Regency  Hotel.  This  meeting  immediately  preceded  the  AM  A House 
of  Delegates  Annual  Meeting.  I served  as  the  South  Carolina  delegate  to  the  YPS  assembly,  and  Dr.  Jim  Mock,  Pres- 
ident of  the  SCMA-YPS,  served  as  alternate  delegate. 

The  meeting  was  highlighted  by  two  accomplishments  for  our  “Palmetto  State”  young  physicians.  First,  Dr.  March 
Seabrook  won  an  award  for  growth  in  membership  of  the  South  Carolina  YPS.  Second,  Dr.  Jim  Mock  ran  for  a posi- 
tion on  the  AMA-YPS  Governing  Council.  Dr.  Seabrook,  recently  elected  to  the  SCMA  Board  of  Trustees  as  the  YPS 
representative,  received  a cashmere  sports  coat  for  the  top  honors  for  YPS  membership  growth  at  the  state  level.  Dr. 
Mocks  “first-ever”  business  meeting  for  the  South  Carolina  YPS  obviously  contributed  to  this  achievement.  Jim  launched 
an  1 Ith-hour,  unsuccessful  campaign  for  AMA-YPS  alternate  delegate.  The  margin  of  victory  for  the  opposing 
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WANT  TO  MERGE  ONTO  THE  INFORMATION  HIGHWAY?— WE  CAN  HELP 

The  Internet  now  boasts  over  40  million  users,  including  hundreds  of  thousands  of  South  Carolinians.  Physicians 
are  recognizing  the  revolutionary  potential  the  Internet  has  for  communicating  with  patients  and  educating  the  com- 
munity about  services  their  practices  offer.  In  return,  patients  are  increasingly  using  the  Internet  to  select  physicians 
and  make  health  care  choices. 

South  Carolina  Medical  Association  Practice  Management  Services,  Inc.  (SCMA  PMSI)  wants  to  help  bring  South 
Carolina  physicians  up  to  speed  on  the  information  superhighway.  We  will  soon  offer  web  page  design,  at  very  com- 
petitive prices,  to  each  SCMA  member.  Your  web  page  will  include  a picture,  educational  and  training  Information, 
hours  of  practice  operation,  special  services  offered,  hospitals  where  privileged,  insurance  plans  accepted,  and  whether 
you  are  taking  new  patients,  Additional  information,  such  as  patient  educational  material  and  patient  satisfaction 
surveys  can  be  added  at  an  additional  charge. 

The  Internet  is  here,  and  SCMA  PMSI  will  put  you  on  it!  Look  tor  more  details  in  the  next  several  weeks. 


UPCOMING  SCMA  WORKSHOPS 

PERSONNEL  MANAGEMENT  FOR  MEDICAL  OFFICES 

Presented  by  The  Remedi  Group,  this  workshop  is  designed  to  help  the  practice  manager  resolve  many  of  the 
problems  of  the  day-to-day  demands  of  overseeing  the  practice  and  to  provide  more  time  and  opportunity  for 
attending  to  those  responsibilities  that  make  the  staff  more  efficient,  effective,  and  service-oriented.  Register  by 
August  28, 1997. 

9:00  a.m.  - 4:00  p.m.;  Registration:  8:30  a.m. 

Columbia:  September  11 , 1997,  Sheraton  Hotel  and  Conference  Center 

EXPLORING  REIMBURSEMENT  ISSUES 

Reimbursement  issues  are  a major  concern  of  medical  practices  today.  This  intensive  full-day  program 
presented  by  Wanda  L.  Adams,  CPC,  will  explore  the  most  effective  techniques  for  reimbursement  and 
collections  for  practices.  Register  by  September  10, 1997. 

9:00  a.m.  - 4:00 p.m.:  Registration:  8:30  a.m. 

Columbia:  September  23, 1997,  Sheraton  Hotel  and  Conference  Center 

COMPUTERIZED  PATIENT  RECORDS 

Computerized  patient  records  (CPR)  is  the  current  topic  of  discussion  in  medical  offices  around  the  state.  This 
workshop  will  help  you  separate  the  reality  from  the  rhetoric  with  an  objective,  nitty-gritty  evaluation  of  CPR 
systems.  Emphasis  will  be  on  the  practical  questions  that  medical  practices  must  consider  when  they  think  about 
CPR.  There  will  be  a morning  and  an  afternoon  session  offered.  Register  by  September  18, 1997. 

Morning  Session,  9:00  a.m.  - 12:00  p.m.;  Registration  8:30  a.m. 

Afternoon  Session,  1:00  p.m.  - 4:00  p.m.;  Registration  12:30  p.m. 

Columbia:  October  2, 1997,  Sheraton  Hotel  and  Conference  Center 


PCN  UPDATE 


When  you  hire  a new  physician,  don’t  forget  to  notify 
Physicians  Care  Network  (PCN)  so  that  you  can  complete 
the  necessary  paperwork  to  make  your  new  physician 
effective  with  PCN  on  their  start  date. 

PCN  now  has  over  38,700  covered  lives.  Provider  par- 
ticipation includes  over  4,600  physicians,  73  hospitals, 
and  383  ancillary  providers. 

Two  new  groups,  Piggly  Wiggly  in  Orangeburg  and  Orange- 
burg Coca  Cola  became  effective  August  1 . Carolina  Phar- 
macist in  Columbia  and  Charleston  will  be  effective  Sep- 


tember 1 . All  three  of  theses  groups  are  Access/UR  only. 

By  now,  you  should  have  received  the  quarterly  updates 
to  the  provider  manual.  Included  in  this  update  are  ben- 
efit grids,  changes,  and  additions  for  groups.  Please 
update  your  provider  manual  with  these  changes. 

If  you  have  questions  about  becoming  a participating 
provider  with  PCN,  please  contact  Cindy  Osborn,  Net- 
work Coordinator,  PCN,  at  (803)  798-6207,  extension 
257  or  statewide  at  1-800-327-1021 . You  may  also  send 
an  e-mail  message  to  cindy@scmanet.org.  □ 


CAPSULES 

Peter  A.  Cook,  Jr.,  M.  D.,  F.  A.  C.  S.,  of  Anderson,  South  Carolina  recently  received  a three-year  appointment  as 
Cancer  Liaison  Physician  for  the  Hospital  Cancer  Program  at  Anderson  Medical  Center.  The  Cancer  Liaison 
Program  is  an  integral  part  of  the  Commission  on  Cancer  of  the  American  College  of  Surgeons. 
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12TH  ANNUAL  PRACTICE  OPPORTUNITIES  FAIR 


To  assist  communities,  advanced  level  practitioners,  hospitals,  and  private  practices  in  their  efforts  to  recruit  and  retain 
physicians,  the  South  Carolina  Area  Health  Education  Consortium’s  (SC  AHEC)  Recruitment  and  Retention  Pro- 
grams will  sponsor  their  12th  Annual  Practice  Opportunities  Fair.  The  fair  is  designed  to  help  residents  and  advanced 
level  practitioners  identify  and  evaluate  practice  opportunities  throughout  South  Carolina  and  will  be  held  August 
22-23,  1997,  at  the  Embassy  Suites  Hotel  in  Columbia,  South  Carolina. 

Throughout  the  two-day  event,  residents  from  all  of  the  state’s  teaching  hospitals  and  advanced  level  practitioners 
visit  with  representatives  of  various  hospitals  and  communities  to  discuss  locations,  costs,  assistance,  and  other  vari- 
ables associated  with  establishing  a practice  in  South  Carolina. 

If  you  would  like  to  register  for  the  12th  Annual  Practice  Opportunities  Fair,  please  call  Mary  Chesshire  at  (803) 
792-9422  or  Becky  Seignious  at  (803)  792-4439.  □ 


YOUNG  PHYSICIANS  SECTION  (continued  from  page  2) 

candidate  was  minimal,  thus  we  anticipate  a successful  election  next  year.  Many  of  the  successful  candidates  this 
year  had  previously  lost  in  former  elections.  Let’s  hear  it  for  Drs.  Mock  and  Seabrook! 

The  meeting  began  Thursday  night,  June  19,  with  mode  of  practice  forums  and  a welcome  reception.  The  practice 
forums  were  created  to  allow  members  of  “like”  groups  (whether  solo,  large  or  academic)  to  discuss  common  issues. 

On  Friday,  June  20,  two  reference  committees  convened.  Dr.  Mock  and  I both  presented  testimony  to  these  com- 
mittees. A luncheon  presentation  entitled  “Physician  Unions”  followed  the  reference  committee  hearings.  The  after- 
noon concluded  with  educational  sessions  regarding  membership  growth  and  the  political  process. 

On  Saturday,  June  21,  the  AMA-YPS  business  meeting  was  conducted.  The  assembly  was  attended  by  almost  80 
credentialed  delegates,  including  specialty  society  and  state  representatives.  We  received  an  invigorating  address 
from  Dr.  Regina  Benjamin,  AMA  Young  Physician  Trustee.  Dr.  Stormy  Johnson,  President  of  the  AMA,  also  wel- 
comed the  delegates.  Dr.  Mock  and  I briefly  attended  the  SCMA  caucus  that  was  being  held  simultaneously.  We 
should  all  be  proud  of  our  SCMA  delegation.  They  meticulously  discuss  each  issue  to  be  brought  before  the  AMA 
House  of  Delegates  and  effectively  articulate  the  South  Carolina  position  on  these  issues. 

There  were  multiple  resolutions  debated  and  several  informational  reports  presented  to  the  YPS  membership.  For 
more  detailed  information  about  the  resolutions  and  reports,  please  contact  Cathy  Boland  at  (803)  798-6207 , ext. 
232  or  1-800-327-1021  statewide.  You  may  also  send  an  e-mail  message  to  cathy@scmanet.org. 


MARK  YOUR  CALENDARS! 

The  South  Carolina  Medical  Association’s  Annual  Meeting  and  Scientific  Assembly  is  sched- 
uled for  April  23-26, 1998,  at  the  Charleston  Place  Hotel,  Charleston,  South  Carolina.  □ 


4 


VOLUME  93 AUGUST  1997 NUMBER  8 

SPECIAL  ISSUE:  JOSEPH  I.  WARING,  M.  D. 

INTRODUCTION 

GUEST  EDITORS:  CHARLES  P.  DARBY,  JR.,  M.  D.*  AND 
WALTON  L.  ECTOR,  M.  D.** 


In  this  issue,  there  are  six  articles  written  by 
members  of  the  faculty  of  the  Children’s 
Hospital  of  the  Medical  University  of  South 
Carolina  (MUSC).  The  topics  chosen  repre- 
sent an  area  that  has  changed  dramatically 
since  Dr.  Waring  ended  his  practice  of  pedi- 
atrics in  1961.  In  Dr.  Waring’s  writings,  he 
addressed  many  of  the  same  topics  some 
four  decades  ago. 

The  area  of  environmental  hazards  covered 
by  Dr.  J.  Routt  Reigart  was  certainly  a con- 
cern to  Dr.  Waring.  He  wrote  commentaries 
on  air,  water,  and  soil  pollution  long  before 
it  became  politically  correct.  He  was  truly 
our  early  environmentalist.  Throughout  his 
lengthy  membership  on  the  South  Carolina 
State  Board  of  Public  Health,  he  advocated 
environmental  protection  of  children.  Dr. 
Reigart  writes  from  a strong  position  of  per- 
sonal involvement  at  the  highest  national 
level  on  children’s  environmental  health. 

Dr.  Sandra  Fowler’s  article  on  infectious 
disease  in  childhood  would  be  of  great  inter- 


*Chairman, Department  of  Pediatrics,  MUSC,  171 
Ashley  Avenue,  Charleston,  SC  29425. 

** Department  of  Pediatrics,  General  Pediatric  Division, 
MUSC,  171  Ashley  Avenue,  Charleston,  SC  29425. 


est  to  Dr.  Waring.  The  virtual  disappearance 
of  some  of  the  diseases  with  which  he  strug- 
gled, the  discovery  of  the  etiologic  agents  of 
old  illnesses,  and  the  appearance  of  new 
infectious  diseases  are  fascinating. 

Dr.  George  Johnson  reports  on  the  changes 
in  immunization  practices  since  1961.  This 
would  be  an  area  of  special  interest  to  Dr. 
Waring.  He  wrote  several  commentaries  con- 
cerning the  value  of  immunization  and  chid- 
ed us  for  not  doing  a better  job  of  immuniz- 
ing the  children  of  South  Carolina.  He  would 
be  pleased  that  South  Carolina  now  has  one 
of  the  highest  rates  of  immunization  among 
the  50  states. 

Dr.  Janice  Key  writes  about  the  develop- 
ment of  adolescent  medicine  as  a specialty. 
This  area  was  nearly  unknown  to  practicing 
pediatricians  of  Dr.  Waring’s  era  since  the 
tradition  of  the  times  was  to  end  pediatric 
care  at  the  13th  birthday. 

The  changes  in  management  of  diabetes  in 
children  since  Dr.  Waring’s  day  are  covered 
in  the  paper  by  Dr.  Willi. 

The  article  on  imaging  by  Drs.  Jeanne  Hill 
and  Denise  Mulvihill,  with  the  tremendous 
advances  in  recent  years,  would  certainly 
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interest  Dr.  Waring.  He  practiced  with  a 
small  fluoroscope  in  his  office. 

Dr.  Waring  would  be  excited  and  gratified  to 
know  that  pediatric  subspecialties  like  those 
at  the  medical  university  are  now  available  to 
the  children  of  our  state.  During  Dr.  Waring ’s 
practice  years,  there  were  no  pediatric  subspe- 
cialist or  pediatric  surgeons  available  at 
MUSC  or  in  the  entire  state. 

Dr.  Waring  had  to  handle  even  the  most 
serious  diseases  in  all  of  these  areas  alone  or 
with  help  from  adult  medicine  specialists. 

I believe  he  would  be  greatly  relieved  to 
know  that  these  experts  are  available  to  help 
with  the  health  of  the  South  Carolina  children. 

Today,  the  Children’s  Hospital  of  MUSC 
has  over  100  pediatricians  and  surgeons  who 
specialize  in  caring  for  children.  Today,  we 
have  specialized  pediatricians  in  all  of  the  fol- 
lowing areas: 

• Adolescent  medicine 

• Allergy 


• Cardiology 
Critical  care 

Developmental  disabilities 

Emergency  pediatrics 

Endocrinology 

GI/Nutrition 

General  pediatrics 

Genetics 

Hematology/Oncology 
Infectious  diseases 
Neonatology 
Radiology 

General  pediatric  surgery 

Neurosurgery 

Otolaryngology 

Pediatric  CV  surgery 

Transplant  surgery 

Pediatric  ophthalmology 

Pediatric  orthopedics 

Child  psychiatry 

Pediatric  rheumatology 

Pulmonology  D 
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The  following  article  about  Dr.  Joseph  Ioor 
Waring  by  Dr.  H.  R.  Pratt-Thomas  was  writ- 
ten relatively  soon  after  Dr.  Waring’ s death.  It 
appeared  in  the  December  1991  issue  of  The 
Journal.  The  editors  felt  that  it  captured  the 
elements  of  Dr.  Waring’ s life  work  and  per- 
sonality so  accurately  and  in  such  beautiful 
language  that  it  would  be  an  ideal  introduc- 
tion to  this  issue  of  The  Journal  dedicated  to 
his  memory.  It  is  reprinted  here  with  the 
author’s  permission.  Dr.  Pratt-Thomas  is  a 
professor  emeritus  of  pathology  at  the  Medi- 
cal University  of  South  Carolina  and  a former 
president  of  that  institution. 

My  recollections  of  Dr.  Joe  Waring  are  a 
kaleidoscope  of  pleasant  memories.  Prepara- 
tion of  this  memorial  was  thus  no  labor,  but  a 
tribute  of  respect  and  affection. 

I first  knew  him  as  a pediatrician.  He 
attended  my  children  until  he  divested  him- 
self of  clinical  practice.  Two  vivid  memories 
of  his  clinical  service  persist. 

I went  to  Dr.  Joe’s  office  on  Rutledge 
Avenue  to  pick  up  my  wife  and  daughter  after 
a routine  office  visit.  A fire  engine  had  appro- 
priated a large  amount  of  space  in  front  of  the 
office,  so  parking  was  tight.  Its  presence  trig- 
gered perturbation  and  dashing  up  the  steps  I 
encountered  pandemonium.  In  the  hallway,  a 
fireman  was  to  be  seen  mimicking  a human 
fly,  midway  up  the  wall,  half  in  and  half  out 
of  a transom  above  one  of  those  tall 
“Charleston”  doors.  Dr.  Waring,  unper- 
turbable,  was  ministering  to  a hysterical 
mother  while  sobs  and  shrieks  emanated  from 
behind  the  door  which  the  fireman  was 
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valiantly  attempting  to  penetrate.  The  locked 
door  was  the  unyielding  bulwark  between 
child  and  the  security  of  its  mother’s  arms. 
The  child  seeking  relief  had  sought  the  bath- 
room and  then  either  inquisitively  or  mis- 
chievously locked  the  door.  Panic  ensued  on 
the  part  of  the  mother  and  offspring  when  the 
lock  did  not  yield  to  initial  coaxing  and 
manipulation.  Dr.  Waring  was  the  serene  cap- 
tain amidst  the  tempest. 

On  another  occasion  Dr.  Waring  came  to 
see  my  daughter  upon  my  urgent  bidding.  It 
was  the  era  of  house  calls.  Suffering  for  a few 
days  from  one  of  the  enigmatic  diseases  of 
childhood,  she  had  suddenly  turned  a rosy 
red — in  my  eyes  at  least  vermilion.  One  of 
the  burdens  of  being  a pathologist  is  that 
there  are  no  simple  diseases,  for  instance, 
headaches  are  axiomatic  for  brain  tumors  and 
in  this  instance,  surely  my  blushing  daughter 
must  have  scarlet  fever.  Dr.  Waring  calmly 
reviewed  the  symptoms  and  the  medications 
and  then  opined,  “The  rash  is  due  to  the  phe- 
nobarbital.”  We  had  just  prior  to  bedtime 
giver  her  a small  dose  so  that  she  and  her  par- 
ents might  be  spared  the  rigors  of  the  night. 

Calm,  reassuring,  tranquil,  imperturbable — 
Dr.  Joe. 

The  next  opportunity  to  become  better 
acquainted  with  Dr.  Joe  was  in  the  Medical 
History  Club,  an  organization  tailored  to  his 
interests  and  personality. 

In  1945,  Dr.  Waring  wrote  a poem,  more 
correctly  a collection  of  verses,  entitled  “An 
inquiry  into  the  causes  of  the  revival  of  inter- 
est in  medical  history  in  Charleston  in  the 
nineteen-twenties.”  This  versification  was  a 
spoof  on  the  founding  of  the  Medical  History 
Club  of  Charleston,  one  of  his  dedicated 
interests. 
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“Day  after  day,  when  Eve  finished  my 
work, 

I want  to  get  out  and  get  tight. 

My  wife  locks  the  doors  and  hides  all  the 
keys, 

And  I’m  stuck  at  home  for  the  night. 

The  old  Dean  (Robert  Wilson)  laughed, 
That’s  nothing,’  he  said. 

‘You’ll  never  be  able  to  stray. 

If  it  weren’t  for  the  medical  school, 

I wouldn’t  get  out  in  the  day.’  ” 

The  Medical  History  club,  now  named  for 
Robert  Wilson,  was  established  in  the  nine- 
teen-twenties, the  precise  time  shrouded  in 
the  mists,  as  the  original  secretary  refused  to 
relinquish  the  minutes.  Dr.  Waring  was  elect- 
ed secretary  at  the  meeting  of  October  5, 
1933,  and  remained  in  that  capacity  until  his 
death.  His  recordings  of  these  meetings  have 
been  meticulously  kept,  are  bound  and  in 
safekeeping  in  the  Waring  Library.  They  fur- 
nish a fascinating  commentary  on  many  of 
the  prominent  Charleston  physicians  of  this 
era.  These  minutes  are  not  only  a literary 
chronicle,  but  perhaps  most  of  all  a reflection 
of  Dr.  Waring’s  dry  wit  and  prowess  for  edi- 
torially succinct  recapitulation.  He  com- 
ments: “Several  members  avoided  display  of 
their  ignorance  of  the  subject  of  the  paper  by 
pretending  to  withhold  sage  remarks  until  the 
last  installment  of  the  paper.’’  The  meetings 
of  the  club  are  held  at  members’  houses  and  a 
gathering  at  Dr.  and  Mrs.  Waring’s  home  was 
a treat  to  be  anticipated.  Opinions  as  to  the 
menu  at  these  meetings  have  remained  con- 
troversial. In  the  thirties  as  the  minutes  show: 

“But  when  the  lads  are  gathered  round, 
and  are  really  at  their  ease, 

They’ll  take  a dram  or  two  of  scotch, 

And  nibble  on  crackers  and  cheese.” 

Thirty  years  ago,  the  matter  of  menus  was 
discussed  at  a meeting  of  the  club  and  the 
general  opinion,  according  to  the  minutes, 
was  that  refreshments  should  be  reduced  to 


WARING,  M.  D 

very  simple  cold  foods  and  that  the  continued 
tendency  to  elaborate  suppers  should  be 
avoided.  No  matter;  perennial  discussions 
notwithstanding,  suppers  have  remained  elab- 
orate. 

The  Waring  wit,  dry  as  Charleston  wood- 
lands in  the  fall,  was  a delight.  Subliminal  at 
times,  it  enlivened  reportage  of  the  driest  sub- 
jects. A turn  of  phrase,  a play  on  words,  often 
muted,  as  twinkling  and  evanescent  as  the 
fireflies  of  summer.  Dr.  Waring  shunned 
hyperbole.  I never  heard  him  tell  a story  or 
use  a phrase  that  was  of  doubtful  propriety. 

The  companionship  of  Joe  and  Ferdie  War- 
ing was  steadfast  and  unseparable.  Ferdie 
Legare  was  first  married  to  William  Bryant 
Backer  of  New  York;  upon  his  death,  she 
determined  that  Charleston  would  be  a better 
place  to  bring  up  her  three  children  that  Man- 
hattan. 

The  young  widow  then  returned  to  her 
birthplace  ready  “to  take  the  veil”  as  she  says. 
She  consulted  a physician.  Dr.  Joseph  Ioor 
Waring,  about  allergies  and  a romance  began 
that  was  mightily  promoted  by  her  three  chil- 
dren. The  children  were  devoted  to  Dr.  Joe 
and  on  one  occasion  Billy  Backer  asked  him 
why  he  did  not  ask  his  mother  to  become  his 
wife.  Dr.  Joe  immediately  did  so  and  Ferdie 
replied  she  would  think  the  matter  over, 
whereupon  her  son  told  Dr.  Joe,  “I  can  tell  by 
the  twinkle  in  her  eye  that  the  answer  is  going 
to  be  yes.”  Dr.  Waring  remarked,  “We  didn't 
announce  our  engagement,  we  admitted  it.” 
Mrs.  Waring  expressed  her  feelings  about 
their  engagement  this  way”  “I  not  only 
became  engaged  to  a delightful  and  wonder- 
ful man,  but  to  a pediatrician  as  well." 

The  occasion  of  Dr.  Waring’s  and  Mrs. 
Backer’s  wedding  coincided  with  the  time 
when  Western  Union  was  a greater  communi- 
cations giant  than  today  and  a messenger  boy 
was  available  for  the  asking.  A friend  wired, 
“If  you  want  a boy,  call  Western  Union,"  and 
Dr.  Waring  instantaneously  wired  back,  “We 
have  a boy  by  another  union.” 

There  was  mutual  devotion  between  him 
and  the  children.  Dr.  Joe  counseled  them,  and 
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supported  their  dreams  and  promoted  their 
aspirations.  When  punishment  was  meted  out 
there  was  not  recrimination  or  resentment  on 
their  part. 

Dr.  Waring  had  a strong  sense  of  justice  and 
this  characteristic,  blended  with  a judicious, 
non-volatile  temperament,  rendered  him  inca- 
pable of  harsh  or  intemperate  retribution. 

The  war  years  were  strenuous  for  Dr.  War- 
ing. There  was  only  one  other  pediatrician  in 
Charleston  and  a demanding  practice  necessi- 
tated a commitment  of  at  least  twelve  hours 
every  day  of  the  week.  His  literary  productiv- 
ity was  curtailed,  although  surprisingly  he 
was  able  to  publish  a History  of  the  South 
Carolina  Medical  Association  in  1948.  He 
continued  his  pediatric  practice  for  twelve 
more  years,  but  it  became  apparent  unless  he 
was  able  to  devote  his  full  time  to  his  histori- 
cal research  and  writing  that  he  would  never 
be  able  to  complete  his  beloved  three-volume 
History  of  Medicine  in  South  Carolina.  He 
retired  in  1961,  after  37  years,  to  begin  his 
second  career  as  a medical  historian. 

His  view  of  retirement  is  best  expressed  in 
a letter  he  wrote  to  State  Senator  James  H. 
Hammond:  “I  agree  with  you  entirely  that  I 
shall  never  really  retire.  I can’t  think  of  an 
existence  which  does  not  require  some  activi- 
ty as  long  as  the  mental  facilities  can  stand 
the  wear  and  tear.”  And  so  as  “an  humble 
amateur  in  the  field  of  medical  history”  to  use 
his  own  description,  designated  “laureate  of 
medical  history”  by  another,  Dr.  Waring 
worked  in  his  study  at  Old  Town  Plantation 
during  the  afternoons  and  frequently  in  the 
evenings. 

He  possessed  a remarkable  degree  of  self- 
discipline,  a characteristic  which  was  in  large 
part  responsible  for  his  many  accomplish- 
ments. When  told  by  his  physicians  to  lose  17 
pounds  he  lost  20  and  did  not  regain,  thereas, 
a true  test  of  determination,  to  which  many  of 
us  can  attest. 

Dr.  Waring’s  opinions  once  formed  held 
fast. 

His  kindly,  soft-spoken,  unassuming 
demeanor  belied  a steely  determination.  Once 


determined  upon  a course  of  action,  his  guns 
were  never  spiked.  He  could  be  obstinate,  but 
never  rancorous.  While  serving  as  senior  war- 
den of  the  reactivated  St.  James  Episcopal 
Church  at  Goose  Creek,  delicate  negotiations 
with  ecclesiastical  authority  had  to  be  under- 
taken. Dr.  Waring  brought  these  deliberations 
to  a peaceful  and  harmonious  conclusion, 
gaining  stature  with  his  integrity  and  judi- 
cious arguments.  While  serving  as  Chairman 
of  the  Sesquicentennial  Celebration  of  the 
Medical  College,  he  inspired  and  prodded  his 
committee  members  to  performance  beyond 
their  expectations. 

Dr.  Waring  believed  that  tonsillectomy  was 
a much  abused  operative  procedure.  He  par- 
tially subdued  his  frustration  by  composing  a 
litany  of  comic  verse  entitled  “Evolution  of 
the  T&A  Industry.”  I quoted  the  final  lines: 

“And  some  are  large  and  some  are  small, 
and  some  can  scarce  be  seen  at  all. 

And  some  have  pockets  and  some  have  pus, 
but  to  the  surgeon  they’re  all  a must. 

And  some  get  strep  and  some  get  virus, 
and  some  might  even  affect  the  iris. 

So  pour  out  your  syrups  and  throw  out  your 
pills, 

for  the  boys  there’s  gold  in  them  thar  ills.” 

Dr.  Waring  warned  about  pesticides  in 
1946,  editorialized  and  made  speeches  con- 
cerning their  danger.  This  latter  action  was  a 
reflection  of  the  depth  of  his  feeling  for 
although  he  loved  writing,  he  abhorred  public 
speaking.  During  his  later  years,  he  asked  me 
on  more  than  one  occasion  to  serve  as  surro- 
gate speaker,  usually  at  events  with  historical 
overtones.  He  had  usually  written  a paper  on 
the  subject  so  it  was  no  difficult  task  to  adapt 
his  factual  material  to  my  delivery. 

Dr.  Waring  loved  dogs  and  they  reciprocat- 
ed. Their  breed  and  blend  made  little  differ- 
ence. Lineage  stretched  from  King  Charles 
spaniels  to  mutts.  Surely  one  of  the  most 
endearing  stories  concerns  Sam-she.  After 
attending  Sam  Stoney’s  funeral  at  Goose 
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Creek  Church,  Mrs.  Waring  spied  a canine 
waif  dodging  the  jostling  automobiles  and 
scooped  him  up  in  her  arms.  Putting  his  paws 
on  her  shoulders,  the  dog  licked  her  face.  The 
sexton  called  his  son  who  unceremoniously 
booted  the  dog  into  their  nearby  yard.  But 
that  dog  obviously  had  canine  charisma  and 
was  to  replicate  the  story  of  the  Prince  and 
the  Pauper.  The  following  day  Mrs.  Waring 
had  a conference  with  her  daughter,  Nancy. 
They  went  to  Goose  Creek  and  bought  the 
dog  for  Dr.  Joe.  It  had  been  decided  that  the 
addition  to  the  family  should  be  named  Sam 
in  view  of  the  circumstances  of  his  acquisi- 
tion. Nancy  called  attention  to  the  fact  that 
Sam  was  a girl.  Dr.  Waring  was  equal  to  the 
challenge  and  Sam-she  was  thus  christened. 

A dog  invariably  accompanied  him  while 
taking  a stroll,  making  a call  or  going  for  a 
visit  to  Wadmalaw  Island.  Dr.  Waring  was 
dilatory  about  naming  his  last  dog.  While 
attending  a Kostelanetz  concert,  at  the  con- 
clusion of  selections  from  Porgy  and  Bess 
which  included  “Bess,  you  is  my  woman 
now,”  Dr.  Waring  whispered  to  his  wife,  “I 
have  just  chosen  a name  for  my  dog,”  and  it 
was  Bess  who  frolicked  at  his  side  when  he 
briskly  walked  the  property  of  Charlestowne 
Landing. 

He  told  the  story  of  making  a house  call  and 
while  leaning  over  the  baby’s  crib  with  a 
stethoscope,  he  became  aware  of  Woofie 
standing  on  his  hind  leg  on  the  other  side  of 
the  crib,  head  cocked  inquisitively  to  one  side 
as  if  awaiting  Dr.  Waring’s  verdict. 

Dr.  Waring  was  gregarious,  at  least  in 
selected  and  harmonious  company.  He  loved 
to  gather  with  his  friends  for  coffee  and  gos- 
sip on  Wadmalaw  Island,  a group  composed 
of  an  amalgam  of  those  natives  referred  to  as 
“been-heres”  with  those  of  more  recent  intro- 
duction aptly  designated  as  “come-heres.”  he 
and  Mrs.  Waring  thoroughly  enjoyed  their 
visits  to  London  with  the  Burtons,  Milby  hav- 
ing scholarly  interests  on  a par  with  Dr.  War- 
ing. 

Pishing  was  a major  diversion.  It  was  my 
good  fortune  to  be  a friend  of  several  of  his 


WARING,  M.  D.  

coterie  of  fishing  companions,  especially  Dr. 
Billy  Smith.  I,  thus,  was  invited  on  a consid- 
erable number  of  these  outings,  an  opportuni- 
ty rare  in  view  of  the  disparity  in  ages  and 
more  particularly  since  many  of  the  group 
were  my  former  professors.  A favorite  haunt 
was  the  summer  home  of  Dr.  Harry  Mustard 
on  Edisto  Beach.  I used  to  listen  in  wide-eyed 
wonder  to  their  badinage  and  anecdotes; 
many  of  them  were  gifted  raconteurs,  and 
notable  in  this  regard,  as  I recall,  was  Dr.  Olin 
Chamberlain. 

Intimations  of  the  disciplined  scholarship 
that  would  characterize  his  literary  endeavors 
were  apparent  while  still  a student.  After 
attending  Porter  Miliary  Academy,  then  the 
Episcopal  High  School  in  Virginia,  he  gradu- 
ated with  high  honors  from  the  College  of 
Charleston  and  the  Medical  College  of  the 
State  of  South  Carolina.  After  a residency  at 
Roper  Hospital,  he  continued  his  postgradu- 
ate training  at  Willard  Parker  and  Bellevue 
Hospitals  in  New  York.  He  was  then  persuad- 
ed to  accept  the  directorship  of  a child  health 
demonstration  project  at  Murfreesboro,  Ten- 
nessee, where  he  worked  with  Dr.  Harry 
Mustard.  He  held  his  position  for  three  years 
and  then  returned  to  Charleston  in  1927. 

Dr.  Waring  published  more  than  one  hun- 
dred articles  of  a medical  and  historical 
nature,  the  latter  predominating  on  a roughly 
sixty  to  forty  ratio.  He  was  a frequent  contrib- 
utor to  The  Journal  of  the  History  of 
Medicine  and  Allied  Sciences  and  a steadfast 
supporter  of  the  American  Association  of  the 
History  of  Medicine  whose  annual  meeting 
he  sponsored  in  Charleston  in  1960  and  1974. 

Dr.  Waring’s  activities  were  not  confined  to 
medical  writing  and  the  practice  of  medicine. 
He  had  a strong  civic  and  professional  sense 
of  duty  and  served  in  many  capacities.  He 
held  two  major  editorships,  serving  as  editor 
of  The  Journal  of  the  South  Carolina  Medical 
Association  for  over  seventeen  years.  He  was 
president  of  the  South  Carolina  Historical 
Society  and  the  editor  of  its  Journal  for  four 
years.  In  this  latter  capacity,  his  meticulous 
editing  and  selection  of  material  of  high  qual- 


282 


The  Journal  of  the  South  Carolina  Medical  Association 


JOSEPH  I.  WARING,  M.  D. 


ity  enhanced  the  prestige  of  this  publication. 

He  was  President  of  the  Medical  Society  of 
South  Carolina,  the  controlling  body  of  Roper 
Hospital  on  whose  Board  of  Commissioners 
he  served  for  many  years.  As  the  Medical 
Society’s  librarian,  he  was  responsible  more 
than  any  other  individual  for  the  preservation 
of  the  valuable  medical  historical  library  of 
the  Medical  Society.  This  rare  book  collec- 
tion had  a circuitous  itinerary  before  it  finally 
gained  repose  on  the  second  floor  of  the  War- 
ing Library.  Dr.  Waring  functioned  as  tour 
director,  as  it  were,  of  this  collection  and  pre- 
vented its  dispersal  and  liquidation  by  theft 
and  attrition.  Dr.  Waring  further  enhanced  the 
library’s  collection  of  rare  items  by  personal- 
ly purchasing  books  and  giving  them  to  the 
library.  He  left  his  entire  historical  book  col- 
lection, number  more  than  five  hundred 
books  and  pamphlets,  to  the  library.  Many  of 
these  volumes,  such  as  “An  Account  of  the 
Weather  and  Diseases  in  South  Carolina”  by 
Lionel  Chalmers,  published  in  London  in 
1776,  has  a current  list  price  of  $1000.00,  and 
Peyre  Porcher’s  first  edition  treatise  on 
botany  is  nearly  as  valuable.  He  also 
bequeathed  his  personal  collection  of  medical 
caricatures  to  the  library. 

Dr.  Waring  was  chairman  of  the  Charleston 
County  Board  of  Health  from  1968  until  he 
died.  Dr.  Chambers,  Health  Officer  of 
Charleston  County,  commented  at  the  time  of 
his  death:  “He  led  the  deliberations  (of  the 
board)  with  dedication  and  integrity.”  Dr. 
Chambers  selected  this  quotation  from  Emer- 
son as  an  exemplification  of  Dr.  Waring ’s  life. 
“To  help  the  young  soul,  to  add  energy, 
inspire  hope;  and  blow  the  coals  into  a useful 
flame  to  redeem  defeat  by  new  thought  and 
firm  actions,  this,  thought  not  easy  is  the 
work  of  divine  man.” 

Dr.  Waring  was  Diplomate  of  the  American 
Board  of  Pediatrics  and  Clinical  Professor  of 
Pediatrics  at  the  Medical  University.  He  was 
Director  of  Pediatrics  at  Roper  Hospital  until 
his  retirement.  He  was  secretary  and  presi- 
dent of  the  Society  for  the  Relief  of  the  Fami- 
lies of  Members  of  Deceased  and  Disabled 


Indigent  Members  of  the  Medical  Profession 
of  the  State  of  South  Carolina,  an  organiza- 
tion whose  good  deeds  are  surpassed  only  by 
the  verbosity  of  its  name. 

His  dedicated  and  altruistic  service  was  rec- 
ognized by  many  branches  of  the  health  pro- 
fessions. He  was  given  the  outstanding  ser- 
vice award  of  the  South  Carolina  Medical 
Association  in  May,  1974.  The  South  Caroli- 
na Hospital  Association  and  the  Easter  Seal 
Society  for  Crippled  Children  each  awarded 
him  a plaque  for  his  significant  service  to  the 
two  organizations.  The  College  of  Charleston 
bestowed  an  honorary  degree  of  Doctor  of 
Letters  in  1968  and  he  was  one  of  the  physi- 
cians honored  at  the  dedication  of  the  Physi- 
cians Memorial  Auditorium  at  the  same  insti- 
tution in  1974.  He  received  the  William 
Gilmore  Simms  Award  for  distinguished  liter- 
ary achievement  from  the  College  of 
Charleston  in  1976.  He  was  designated  a Dis- 
tinguished Alumnus  of  the  Medical  Universi- 
ty of  South  Carolina  in  1969.  At  the  same 
time,  its  Board  of  Trustees  renamed  the 
library  on  the  old  Porter  property  the  Waring 
Historical  Library  in  recognition  of  Dr.  War- 
ing’s  devotion  and  dedication  to  medical  his- 
tory. This  memorialization  of  his  life  and 
work  must  have  been  the  most  satisfying  of 
the  many  honors  accorded  him. 

His  monumental  work  is  the  three-volume 
History  of  Medicine  in  South  Carolina. 
Painstakingly  written  and  thoroughly  docu- 
mented, it  is  the  only  comprehensive  history 
of  the  most  ancient  of  the  healing  arts  as  it 
was  practiced  and  developed  in  this  state 
since  1670.  That  these  volumes  were  a labor 
of  love  is  indicated  by  the  dedications.  Each 
volume  is  inscribed  to:  Fernandina  Legare 
Waring. 

On  December  21,  1977,  Dr.  Waring  attend- 
ed an  organizational  meeting  of  the  Waring 
Library  Society.  He  returned  home  happy  and 
full  of  enthusiasm,  delighted  that  the  objec- 
tives for  which  he  had  labored  so  long  had 
now  come  to  fruition.  In  this  state  of  content- 
ment, he  quietly  died  in  his  sleep  that  night. 

This  humane  and  urbane  man  enriched  the 
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lives  of  those  privileged  to  know  him.  He 
bestowed  a legacy  of  scholarship,  erudition 


and  historical  literary  distinction  that  will 
endure.  □ 
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AMERICAN  MEDICAL  ASSOCIATION 
IN  MEMORIAM 
JAMES  S.  TODD,  MD 

Introduced  by  Nancy  W.  Dickey,  MD 
Chair,  Board  of  Trustees 

The  Board  of  Trustees  presented  the  following  in  memoriam  for  James  S.  Todd,  MD. 

James  S.  Todd,  MD,  surgeon,  ethicist,  visionary,  and  former  Executive  Vice  President  of  the 
American  Medical  Association,  died  Tuesday,  June  24,  1997,  in  New  Jersey.  He  was  sixty-five. 
Doctor  Todd  successfully  directed  the  AMA  through  a time  of  stress  and  change  in  the  medical 
profession  and  did  much  to  securely  position  the  AMA  as  the  leading  force  of  medicine  on  the 
eve  of  the  2 1 st  Century. 

Doctor  Todd,  who  retired  in  1996  after  six  years  as  Executive  Vice  President,  passed  away  just 
as  the  AMA  House  of  Delegates,  celebrating  the  organization’s  150th  anniversary,  was  meeting 
in  Chicago. 

Doctor  Todd  was  elected  a member  of  the  Board  of  Trustees  in  1980,  became  Senior  Deputy 
Executive  Vice  President  in  1985  and  was  named  Executive  Vice  President  in  1990.  He  was  a 
commissioner  to  the  JCAHO  from  1982-85. 

Doctor  Todd  was  born  in  1931,  and  graduated  cum  laude  from  both  Harvard  College  and 
Harvard  Medical  School.  He  interned  and  served  his  residency  in  surgery  at  Columbia 
Presbyterian  Medical  Center  in  New  York  City,  becoming  chief  resident  in  1963.  He  was  a 
Diplomate  of  the  American  Board  of  Surgery  and  a Fellow  of  the  American  College  of 
Surgeons.  For  many  years,  he  was  in  private  practice  in  northern  New  Jersey. 

Doctor  Todd  was  an  ardent  spokesperson  for  the  medical  profession  and  a passionate  advocate 
for  patients.  Through  his  visionary  thinking  and  eloquent  oratory,  he  elevated  the  medical 
profession’s  esteem  of  the  AMA  and  established  the  AMA  in  the  public  arena  as  the  national 
voice  of  medicine. 

At  a time  when  the  nation’s  elected  leaders  were  debating  how  to  reform  the  country’s  health 
care  delivery  system,  Doctor  Todd  stepped  forward  as  a statesman  for  medicine  who  articulated 
the  profession’s  prescription  for  the  future  with  common  sense  and  a recognition  that  the  status 
quo  was  no  longer  acceptable. 

More  than  anything  else,  Doctor  Todd  loved  his  profession,  though  he  was  fond  of  saying  that 
trying  to  organize  physicians  was  akin  to  “herding  cats.”  He  called  medicine  “the  most 
demanding,  rewarding  and  enjoyable  profession  there  could  possibly  be.” 

James  S.  Todd,  MD  served  American  medicine  and  the  AM  A with  vigor,  integrity,  compassion 
and  joy.  Though  his  dynamic  leadership  will  be  missed,  his  energy  and  spirit  are  a lasting 
legacy  to  all  whom  he  touched.  The  American  Medical  Association  expresses  deep-felt 
sympathy  and  condolences  to  his  wife,  Pat,  and  son,  Kendall. 
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Concerns  about  children’s  environments  and 
their  response  to  those  environments  have 
become  an  increasingly  greater  part  of  the 
practice  of  physicians  over  the  last  three 
decades.  Families  are  confronted  by  multiple 
assertions  of  environmental  risk  and  often 
turn  to  their  family  physician  for  advice  and 
assistance.  Families  are  concerned  about  lead 
and  mercury,  pesticides  in  the  diet  and  water, 
PCBs,  “chemical  additives,”  electromagnetic 
fields,  air  pollution,  cancer  causing  chemi- 
cals, “sick  buildings,”  and  a host  of  other  real 
and  imagined  risks  to  their  children.  In  addi- 
tion, physicians  are  confronted  daily  with  the 
reality  that  there  are  important  political 
dimensions  to  the  discussion  of  environmen- 
tal risks  to  children.  The  public  is  told  that 
decreasing  exposure  to  pesticides  will  imperil 
the  food  supply,  that  improving  air  quality 
will  cripple  the  economy,  and  that  changes  in 
water  standards  will  close  many  municipal 
water  supplies.  These  discussions  appear  in 
the  public  media,  are  argued  endlessly  in  state 
and  federal  legislatures,  and  occupy  the  time 
and  effort  of  hordes  of  lobbyists.  Proposed 
solutions  for  these  dilemmas  have  led  to  cries 
for  “regulatory  reform”  where  adherence  to 
standards  that  ensure  the  health  of  children 
are  substituted  by  “cost-benefit”  analyses  of 
dubious  validity  and  by  extensive  “judicial 
review.”  potentially  tying  up  protections  in 
court  for  years  to  decades. 

What  are  the  realities  of  these  concerns  and 
how  can  physicians  best  protect  and  support 
children  and  their  families?  It  is  a fact  that  the 
tremendous  ingenuity  of  the  chemical  indus- 
try has  markedly  increased  our  exposure  to 
manmade  chemicals.  In  the  United  States,  the 
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29425.  Chairman,  Board  of  Directors  of  the  Children’s 
Environmental  Health  Network. 


production  of  synthetic  chemicals  increased 
from  1.3  billion  pounds  in  1940  to  320  billion 
pounds  in  1980.  Many  of  these  chemicals 
have  been  developed  to  be  biologically  active 
and  persistent.  Some  examples  include  persis- 
tent pesticides  such  as  DDT,  chlordane,  and 
heptachlor,  which  are  ubiquitous  in  human 
blood  and  tissues  many  years  after  their  use  is 
discontinued.  Likewise,  the  extreme  stability 
of  PCBs,  which  makes  them  excellent  electri- 
cal insulators  for  long  term  use  in  transform- 
ers, has  led  to  a situation  where  breast  feed- 
ing mothers  may  transmit  them  through  three 
or  four  female  generations.  The  recognition 
that  they  are  significant  neurotoxicants  for  the 
fetus  and  newborn  lend  significant  weight  to 
concern  about  their  persistence  in  the  envi- 
ronment. 

On  the  other  hand,  air  and  water  quality, 
which  reached  a nadir  of  sorts  in  the  1950s 
and  1960s,  has  improved  significantly  over 
the  last  20  years.  Parallel  to  a decline  in  usage 
of  lead  in  gasoline  of  200,000  tons  per  year  in 
1976  to  a near  complete  ban  of  lead  in  gaso- 
line today,  the  mean  blood  lead  level  of  the 
United  States  population  has  declined  from 
19  ugm/dl  to  approximately  three  ugm/dl  in 
1990  and  is  even  lower  today.1  Levels  of 
ozone  and  sulfur  in  the  atmosphere  have 
decreased  dramatically  through  a variety  of 
environmental  interventions.  Regulations 
regarding  water  supplies  have  dramatically 
improved  our  water  supplies. 

The  improvements  that  have  occurred  in  the 
environment  of  children  have  generally  not 
been  a result  of  concern  for  children  but 
rather  a byproduct  of  general  environmental 
improvements.  While  the  regulatory  impact 
statements  developed  by  the  Environmental 
Protection  Agency  (EPA)  justifying  the  phase 
out  of  lead  in  gasoline  included  considera- 
tions of  the  benefits  to  children  of  decreasing 
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lead  exposure,  the  major  financial  benefits 
cited  were  in  decreased  automotive  operating 
cost  and  maintenance.2  A recent  review  by 
the  National  Academy  of  Sciences  entitled 
Pesticides  in  the  Diets  of  Infants  and  Chil- 
dren3 outlined  the  regulatory  defects  related 
to  the  protection  of  children  in  great  detail. 
The  most  important  underlying  defect  is  that 
protection  of  children  is  assumed  by  scaling 
standards  developed  for  the  average  adult 
male.  Testing  for  safety  in  animals  is  not 
required  to  evaluate  fetal  and  infant  effects 
other  than  fetal  wastage  and  major  malforma- 
tions. No  consideration  is  given  to  the  major 
differences  between  the  diets  of  children, 
their  increased  fluid  intake  relative  to  body 
mass,  their  higher  minute  ventilation,  or  other 
physiologic  parameters.  No  consideration  is 
given  to  such  infant  behaviors  as  crawling 
and  hand-to-mouth  activity.  This  group  per- 
formed a simulation  of  realistic  dietary  expo- 
sures of  two-year-old  children  to 
cholinesterase  inhibiting  pesticides.  This  sim- 
ulation suggested  that  on  any  day  approxi- 
mately 1.3  percent  of  all  two-year-old  chil- 
dren exceed  the  EPA  Reference  Dose  (a  term 
that  has  replaced  acceptable  daily  intake)  for 
organophosphate  and  carbamate  exposures. 
This  document  makes  clear  that  the  present 
assumptions  about  infants  are  insufficiently 
protective  and  the  regulatory  process  needs  to 
be  significantly  improved  to  adequately  con- 
sider risks  to  children  and  to  protect  them. 
Similarly,  the  American  Academy  of  Pedi- 
atrics has  concluded  that  present  standards  for 
ambient  air  levels  of  ozone  and  fine  particu- 
lates are  not  sufficiently  protective  of  chil- 
dren.4 It  concluded  that  pediatricians  might 
have  to  recommend  some  changes  in  life 
style,  including  rescheduling  of  sports  team 
practices  and  of  outdoor  play  in  order  to  min- 
imize the  risk  to  children.  The  regulatory  pro- 
cess as  a whole  needs  to  be  considerably 
improved  to  adequately  protect  the  fetus, 
infants,  and  children. 

In  addition  to  considerations  of  our  diverse 
environment  and  its  effect  on  our  children, 
there  are  several  important  areas  of  present 


intense  interest,  including  the  relationship 
between  air  quality  and  respiratory  illness, 
increasing  knowledge  of  neurodevelopmental 
toxicants,  and  concern  about  chemical  agents 
that  potentially  alter  the  hormonal  balance  of 
children. 

ASTHMA  AND  THE  ENVIRONMENT 

Over  the  last  two  decades,  there  has  been  a 
precipitous  increase  in  asthma  morbidity  and 
mortality  in  children.  Asthma  prevalence  for 
children  increased  from  3.1  percent  to  4.3 
percent  between  1981  and  1988.  The  Ameri- 
can Lung  Association  calculated  that  in  1996 
4.8  million  children  under  18  suffered  from 
asthma.5  Throughout  this  period,  minority 
children  living  in  inner  cities  have  been  dis- 
proportionally  affected.  Mortality  from  asth- 
ma, which  had  declined  in  the  U.  S.  from  the 
mid  1950s  until  the  late  1970s,  has  shown  a 
dramatic  increase  since  then  through  the 
1980s  and  into  this  decade.  This  increase  in 
the  U.  S.  has  also  been  observed  in  Canada, 
Japan,  West  Germany,  England,  and  Aus- 
tralia. The  rise  has  been  very  dramatic  in  chil- 
dren and  young  adults.  This  mortality  is  high- 
ly related  to  socioeconomic  status.  Low 
socioeconomic  status  individuals  suffer  mor- 
tality rates  almost  twice  those  of  high  socioe- 
conomic status.6 

Though  the  reasons  for  these  increases  are 
unclear,  it  appears  that  the  primary  initiating 
process  in  childhood  asthma  is  allergic  medi- 
ated. Some  of  the  most  prominent  and  consis- 
tent antigens  are  cats,  house  dust  mites,  and 
cockroach  antigens.  There  is  increasing  evi- 
dence that  the  events  leading  to  later  asthma 
are  initiated  by  immune  events  in  early  life. 
However,  since  there  is  no  reason  to  suspect 
that  we  are  experiencing  massive  increases  in 
cat  populations,  or  in  house  dust  mites  or 
cockroaches,  the  increases  do  not  appear  to 
be  due  to  changes  in  antigenic  loading.  There 
have  been  multiple  proposed  alternative 
explanations  for  the  increase  in  asthma,  none 
of  which  are  well  proven  or  accepted  at  this 
time. 

What  does  appear  clear  is  whatever  is  the 
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initiating  factor  in  causation  of  asthma,  cer- 
tain environmental  factors  are  important  in 
exacerbation  of  asthma  by  causing  acute 
episodes  of  wheezing.  Some  of  the  important 
factors  in  indoor  air  include  tobacco  smoke, 
other  products  of  combustion,  certain  biolog- 
ic materials,  and  some  volatile  organic  com- 
pounds such  as  formaldehyde,  ketones,  alka- 
nes, esters  and  aldehydes.7  In  outdoor  air, 
there  are  clearly  established  relationships 
between  ozone  and  particulate  exposures. 
Ozone  exposures  at  and  below  levels  com- 
monly experienced  have  been  shown  to  pre- 
cipitate asthma  exacerbations  both  in  epi- 
demiological studies  and  in  chamber  experi- 
ments. Furthermore,  there  is  evidence  that 
ozone  can  act  synergistically  to  exacerbate 
asthma  in  combination  with  acidic  fine  parti- 
cles and  aeroallergens.  There  is  growing  evi- 
dence that  airborne  particulates,  particularly 
acidic  particulates,  exacerbate  asthma  in  sus- 
ceptible hosts.  Controlled  studies  of  asthmatic 
adolescents  have  shown  that  inhalation  of 
acidic  aerosols  impairs  pulmonary  function 
acutely.  In  fact,  it  has  even  been  shown  that 
in  normal  individuals,  inhalation  of  acidic 
aerosols  provokes  changes  in  tracheo- 
bronchial clearance  and  results  in  increased 
airway  reactivity.8-9 

It  would  not  be  appropriate  to  conclude  at 
this  time  that  changes  in  the  environment  in 
the  last  20  years  have  been  the  cause  of  the 
marked  increase  in  the  prevalence  of  and 
death  rates  from  asthma.  However,  it  is  clear 
that  whatever  are  the  causes  of  this  increase, 
certain  environmental  risks  are  very  impor- 
tant in  causing  exacerbation  of  this  disease. 
Since  many  of  these  risks  can  be  removed 
from  the  environment,  it  is  our  responsibility 
to  work  to  decrease  exposure  of  our  patients 
and  children  to  these  risks. 

DEVELOPMENTAL  NEUROTOXICANTS 

There  are  multiple  environmental  agents  that 
are  potential  or  recognized  developmental 
toxicants.  The  best  studied  and  understood 
today  is  lead.  This  heavy  metal  was  recog- 
nized as  severely  toxic  to  children  prior  to  the 


turn  of  the  century.  Despite  a growing  con- 
cern about  the  effects  of  lead  on  children  over 
the  past  60  years,  lead  continued  to  be  an 
almost  epidemic  disease  of  urban  children.  In 
Charleston  during  the  1960s,  an  average  of  11 
children  per  year  were  admitted  to  Charleston 
hospitals  with  lead  toxicity,  and  an  average  of 
one  of  these  children  died  each  year.  When 
screening  for  lead  poisoning  began  in 
Charleston  in  1972,  nearly  40  percent  of 
screened  children  had  blood  lead  levels 
greater  than  40  ugm/dl  whole  blood.10  Since 
screening  began,  no  child  has  died  and  acute- 
ly symptomatic  lead  poisoning  has  become 
extraordinarily  rare.  As  noted  previously, 
recent  national  surveys  have  shown  dramatic 
declines  in  population  blood  lead  levels  with 
a concurrent  decline  in  children  with  blood 
lead  elevations.  In  1980,  it  was  estimated  that 
more  than  90  percent  of  children  between  the 
ages  of  one  and  six  had  blood  lead  levels 
greater  than  10  ugm/dl.  By  1990,  this  figure 
had  declined  to  approximately  nine  percent, 
and  it  is  even  lower  today.1  During  this  peri- 
od, however,  decreases  in  airborne  exposure 
to  lead  once  again  made  lead  poisoning  a 
problem  largely  defined  by  habitation,  with 
lead  based  paints  and  dust  and  soil  contami- 
nated by  lead  based  paints  the  primary 
sources  of  lead  exposure.  Furthermore,  the 
problem  has  been  increasingly  concentrated 
in  the  poor  and  in  minority  populations  living 
in  poverty,  particularly  in  urban  settings.  This 
redefinition  of  the  problem  is  now  leading  to 
development  of  highly  targeted  strategies  for 
lead  poisoning  prevention. 

As  the  epidemiology  of  exposure  has  been 
defined  and  further  refined,  the  science  and 
epidemiology  of  the  effects  of  lead  has  also 
been  developed.  Very  powerful  studies  of 
populations  of  children  exposed  to  lead  have 
demonstrated  that  lead  has  serious  neurologic 
effects  at  levels  of  exposure  far  below  those 
recognized  as  late  as  the  1970s  when  lead 
screening  began.  A series  of  cross-sectional 
studies  demonstrated  long-term  neurologic 
injury  in  association  with  low  level  lead 
exposure.  However,  such  studies  could  not 
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answer  questions  about  the  temporal  relation- 
ships between  exposure  and  effect,  nor  could 
they  answer  questions  about  the  specificity 
lead  effects  as  they  relate  timing  of  exposure. 
However,  subsequent  longitudinal  studies  of 
lead  exposure  and  effect  have  shown  strong 
temporal  relationships  between  in  uterine  and 
infant  lead  exposure  and  alterations  in  intel- 
lectual development  and  behavior  later  in  life. 
These  studies  have  followed  patterns  of  lead 
exposure  from  birth  onward  and  have  also 
studied  infant  and  childhood  development. 
One  of  these  studies,  conducted  in  Boston, 
was  unusual  in  that  the  subjects  were  raised 
in  families  where  the  parents  were  white, 
highly  educated,  and  affluent.  Even  in  this 
highly  privileged  population,  the  effects  of 
early  lead  exposure  were  identical  to  studies 
conducted  in  other  populations,  showing  IQ 
losses  directly  related  to  lead  exposure  in  the 
range  of  blood  lead  levels  between  10  and  30 
ugm/dl."  On  the  basis  of  all  these  studies,  a 
general  consensus  has  risen  that  there  may  be 
no  threshold  for  lead  effects  on  the  develop- 
ing nervous  system  and  that  blood  lead  eleva- 
tions as  low  as  10  ugm/dl  are  cause  for  con- 
cern. Indeed,  a recent  survey  of  Fellows  of 
the  American  Academy  of  Pediatrics  indicat- 
ed that  73  percent  of  all  pediatricians  agree 
that  blood  lead  levels  of  10  ugm/dl  are  cause 
for  concern.12  This  understanding  of  the 
effects  of  lead  and  its  epidemiology  have  led 
to  increasing  sophisticated  approaches  to  lead 
poisoning  prevention,  which  now  must  focus 
on  targeted  screening  and  hazard  reduction 
rather  than  on  traditional  medical  manage- 
ment. 

As  the  understanding  of  low  level  lead 
effects  has  evolved,  the  tools  used  in  studying 
lead  have  begun  to  be  applied  to  other  neuro- 
toxicants. Studies  of  intrauterine  exposure  to 
methyl  mercury  have  demonstrated  signifi- 
cant neurotoxicity  at  quite  low  levels  of  expo- 
sure. Animal  dosing  studies  have  demonstrat- 
ed similar  effects  to  those  observed  in 
humans,  lending  credence  to  this  associa- 
tion.13 Since  methyl  mercury  is  widely  dis- 
tributed in  our  environment,  these  observa- 


tions are  cause  for  serious  concern.  Studies  of 
in  utero  exposure  to  PCBs  began  with  the 
study  of  high  level  intrauterine  and  infant 
exposure  related  to  maternal  exposure  from 
cooking  oil  in  Taiwan  and  contaminated  diary 
products  in  Michigan.1415  In  both  of  these 
cases,  this  early  exposure  led  to  significant 
developmental  impairments  in  the  offspring 
of  these  mothers.  A subsequent  study  of 
lower  level  exposure  of  mothers  in  North 
Carolina  showed  a similar  response.16  It 
appears  likely  at  this  point  that  studies  of  fur- 
ther toxicants  will  reveal  similar  results. 

ENDOCRINE  DISRUPTION 

It  has  been  recently  recognized,  through  a 
consistency  of  many  lines  of  investigation, 
that  many  persistent  chemicals  in  our  envi- 
ronment disrupt  the  endocrine  systems  of  a 
wide  variety  of  animals  and  probably  of 
humans  as  well.  A recent  National  Academy 
of  Sciences  proposal  identified  47  environ- 
mental chemicals  as  hormonally  active.  In 
1995,  the  United  Nations  Environmental  Pro- 
gramme (UNEP)  reached  international  agree- 
ment on  a list  of  12  priority  persistent  organic 
pollutants  to  be  removed  from  the  global 
environment.17 

Cell  biologists  have  demonstrated  that  a 
wide  variety  of  chemicals  bind  to  estrogen 
receptors  in  cells.  This  binding  has  particular- 
ly been  demonstrated  with  sex  hormone 
receptors  and  with  thyroid  receptors.  It  has 
been  shown  that  this  binding  can  result  in 
increased  or  decreased  apparent  hormone 
activity.  For  instance,  a chemical  that  binds  to 
estrogen  receptors  can  mimic  estrogen  activi- 
ty or  block  estrogen  activity.18 

Wildlife  biologists  have  linked  a wide  vari- 
ety of  effects  to  such  endocrine  disruption. 
For  instance,  the  reproduction  of  several  seal 
species  has  apparently  been  severely 
impaired  by  PCBs.  Organochlorine  chemicals 
have  been  linked  to  reproductive  alteration 
and  gender  behavior  changes  in  avian 
species,19-20  decreased  reproduction  and  femi- 
nization of  fish,21  and  thyroid  alteration  of 
Great  Lakes  Salmon.22  In  Lake  Apopka,  the 
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third  largest  freshwater  lake  in  Florida, 
organochlorine  contamination  has  led  to 
reproductive  failure  in  alligators.  Compared 
to  alligators  in  a nearby  uncontaminated  lake, 
Lake  Apopka  alligators  had  higher  rates  of 
hatchling  mortality,  doubled  estradiol  levels 
in  females  and  atrophic  testis,  microphalli, 
and  severe  testosterone  reduction  in  males.23 

These  wildlife  observations  have  been 
largely  reproduced  in  the  laboratory.  For 
instance,  investigators  have  shown  altered 
sexual  behavior  and  gonadal  development  in 
rats  exposed  to  low  dose  dioxins24  and 
marked  feminization  of  rats  exposed  to  the 
fungicide  vinclozolin.25  Other  research  links 
the  pesticide  chlordane,  an  androgenic  mimic, 
to  masculinization  of  female  rats  by  exposure 
in  vitero  at  very  low  levels  of  exposure.26  In 
female  primates,  PCB  exposure  has  been 
shown  to  impair  reproductive  capacity,27  and 
dioxin  exposure  at  doses  similar  to  human 
burdens  has  been  shown  to  reduce  fertility 
and  cause  severe  endometriosis.28 

While  the  evidence  for  hormone  disruption 
by  these  chemicals  seems  strong  in  cell  biolo- 
gy, wildlife  biology,  and  laboratory  experi- 
mentation, the  present  data  on  human  effects 
is  quite  limited  and  inconclusive.  It  has  been 
shown  that  the  marked  increase  in  suspect 
chemicals  in  our  environment  has  been  paral- 
leled by  decrease  in  sperm  counts29  and 
increases  in  testicular  cancer,30  cryp- 
torchidism,31 and  hypospadius.30  Likewise, 
DDE  levels  in  humans  have  been  negatively 
correlated  with  duration  of  breastfeeding.32,33 
Multiple  epidemiological  evaluations  of  the 
relationship  between  premature  thelarche34 
and  breast  cancer35  have  revealed  somewhat 
contradictory  results.  However,  it  seems  like- 
ly and  reasonable  to  assure,  given  the  strength 
of  the  animal  data,  that  links  will  be  more 
clearly  demonstrated  in  the  future  between 
endocrine  disrupting  chemicals  and  human 
disease  and  malformations. 

It  should  be  very  clear  from  this  brief 
review  that  in  the  35  years  since  Dr.  Waring’s 
retirement,  the  environment  our  patients  and 
children  confront  has  become  progressively 


more  complex.  Likewise,  our  understanding 
of  this  environment  and  its  effect  on  the 
growth  and  development  of  children  has  also 
become  progressively  more  complex.  Physi- 
cians caring  for  children  have  needed  to 
become  more  and  more  proficient  in  under- 
standing the  environment,  its  effects  on  popu- 
lations of  children,  and  methods  to  improve 
the  environment  and  communicate  risk  to 
parents.  Though  many  of  these  hazards  do  not 
result  in  acute  illness  in  children,  neverthe- 
less, they  may  have  important  long-term 
effects  on  the  fetus,  infant,  and  child.  Many 
of  these  risks  are  not  under  the  control  of  the 
physician  or  individual  family  so  that  we  are 
forced  in  the  short  term  to  deal  with  minimiz- 
ing their  effects.  In  the  longer  time  frame,  the 
challenge  to  physicians  is  to  serve  as  advo- 
cates for  children  to  force  the  reduction  in 
risk  to  all  children.  It  should  be  the  long-term 
goal  of  all  persons  caring  for  children  to  guar- 
antee for  all  children  a healthy  environment 
in  which  they  grow  and  develop  to  their  max- 
imal potential.  □ 
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DISAPPEARING  AND  EMERGING  INFECTIOUS 
DISEASES 

SANDRA  L.  FOWLER,  M.  D * 


Dr.  Waring’s  broad  scholarship  included 
numerous  papers  on  infectious  diseases  in 
children  as  well  as  articles  on  nutrition,  child- 
hood mortality,  congenital  anomalies,  growth 
and  development,  and  allergic  diseases. 

His  contributions  to  the  infectious  disease 
literature  between  1923  and  1949  included 
articles  on  tuberculosis,  polio,  syphilis, 
measles,  hemophilis  and  E.  coli  meningitis, 
smallpox,  diphtheria,  histoplasmosis,  and 
shigellosis.1  In  the  decades  since  Dr.  Waring 
practiced  pediatrics,  smallpox  has  been  eradi- 
cated; immunizations  have  dramatically 
reduced  the  incidence  of  measles,  diphtheria, 
and  most  recently,  invasive  disease  due  to 
type  b hemophilis.  Antimicrobial  chemother- 
apy has  had  a dramatic  impact  on  the  out- 
comes of  tuberculosis,  bacterial  meningitis, 
and  syphilis.  This  arsenal  against  contagion 
prompted  pronouncements  in  the  60s  and  70s 
that  infectious  diseases  had  been  conquered 
and  no  longer  represented  significant  threats 
to  human  health.2 

Despite  these  impressive  strides  in  medical 
progress,  infectious  diseases  continue  to  pre- 
sent new  challenges  to  patients  and  medical 
practice. 

OLD  DISEASES,  NEW  PATHOGENS 

Since  Dr.  Waring’s  time,  advances  in  poly- 
and  monoclonal  antibody  technology  and 
molecular  biology  have  facilitated  identifica- 
tion of  the  causative  agents  of  two  childhood 
exanthems  that  Dr.  Waring  surely  knew  well. 
Roseola  and  Fifth’s  Disease  are  known  to  be 
caused  by  human  herpesvirus  6 and  par- 
vovirus B19,  respectively.  With  tools  to 
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specifically  identify  the  causative  agents,  we 
now  recognize  an  association  between  HHV- 
6 and  febrile  seizures,  and  that  parvovirus  is 
responsible  for  severe  anemias  in  children 
who  have  underlying  hemoglobinopathies. 
Cat-scratch  disease  was  first  described  in  the 
United  States  in  1951.  The  bacillus  was  iden- 
tified in  tissue  in  1983,  yet  it  was  not  until 
1993  that  the  cat-scratch  bacillus  was  identi- 
fied as  Bartonella  hensulae .3  Hepatitis  C was 
recognized  as  the  most  common  cause  of 
non-A,  non-B  hepatitis  in  1989.  The  risk  of 
transfusion-related  hepatitis  C infection  has 
been  reduced  substantially  since  screening 
blood  donors  for  hepatitis  C became  routine 
in  1989.4 

OLD  PATHOGENS,  NEW  DISEASES 

On  the  other  hand,  we  now  recognize  new 
patterns  of  disease  arising  from  long-known 
pathogens.  Dr.  Waring  witnessed  the  retreat 
of  one  of  the  most  feared  infectious  agents, 
the  tuberculous  bacillus,  at  the  hands  of  strep- 
tomycin and  isoniazid.  Developments  in 
chemotherapy  and  prophylaxis,  combined 
with  aggressive  public  health  programs, 
resulted  in  cures  for  individuals  and  marked 
reductions  in  transmission  within  popula- 
tions. The  effectiveness  of  these  programs 
figured  in  their  demise  since  many  states 
withdrew  support  for  tuberculosis  control  as 
disease  incidence  declined.  Yet  tuberculosis  is 
again  moving  into  communities  weakened  by 
poverty,  malnutrition,  and  HIV.2  These  cir- 
cumstances also  provide  a caldron  for  emer- 
gence of  drug-resistant  TB  which  has  the 
potential  to  render  tuberculosis  an  untreatable 
disease,  returning  us  to  the  early  days  of  Dr. 
Waring’s  practice. 

Staphylococcus  aureus  had  long  been  rec- 
ognized as  causing  skin  and  soft  tissue  infec- 
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tions,  yet  it  was  not  until  the  early  1980s  that 
this  pathogen  was  associated  with  an  epidemic 
of  toxic  shock  syndrome  (TSS),  primarily  in 
menstruating  women.  The  S.  aureus  isolates 
obtained  from  cervical  cultures  produced 
TSST-1,  the  toxin  most  commonly  associated 
with  toxic  shock  syndrome.  The  use  of  hyper- 
absorbent tampons  provided  a favorable  envi- 
ronment for  the  growth  of  the  bacterium  and 
production  of  the  toxin.  Withdrawal  of  these 
tampons  from  the  market  reduced  the  inci- 
dence of  TSS,  but  did  not  eliminate  the  disease 
which  continues  to  occur  sporadically  in  asso- 
ciation with  other  staphylococcal  infections.5 

By  the  mid-1980s,  Streptococcus  pyogenes , 
an  agent  that  should  have  been  easily  treated 
with  penicillin,  emerged  in  a virulent  form 
responsible  for  “Toxic  shock-like  syndrome” 
manifest  as  fatal  sepsis  and  pneumonia.  These 
virulent  streptococcal  strains  produce  potent 
erythrogenic  toxins  causing  disease  which 
echos  the  severe  and  often  fatal  forms  of  scar- 
let fever  seen  at  the  beginning  of  the  century. 
Phage-mediated  acquisition  of  toxin  genes  as 
well  as  other  variables  such  as  changes  in  host 
susceptibility  and  immunity  and  selective 
antibiotic  pressure  may  play  a role  in  the  emer- 
gence of  these  virulent  strains.5 

The  emergence  of  drug  resistance  in  previ- 
ously susceptible  bacteria  makes  new  chal- 
lenges out  of  old  diseases  since  we  must 
develop  new  strategies  for  treatment.  Shortly 
after  Dr.  Waring’s  retirement,  strains  of  S. 
aureus  emerged  which  were  resistant  to  peni- 
cillin. Now,  more  than  95  percent  of  S.  aureus 
isolates  are  penicillin  resistant.  Methicillin- 
resistant  staph  appeared  in  the  early  80s  in 
nosocomial  staph  infections  and  is  now 
emerging  as  a community-acquired  pathogen. 
By  the  late  60s,  gram-negative  rods  began 
developing  drug  resistance  which  continues 
despite  ever  more  potent  antimicrobial 
agents.  By  the  70s,  community  acquired 
infections  due  to  penicillin  and  ampicillin 
resistant  Neisseria  gonorrhea  and  Hemophilis 
influenzae  necessitated  changes  in  therapy  to 
more  potent  broad-spectrum  antibiotics. 

In  the  late  90s,  the  major  threats  arising 


from  drug-resistance  in  community-acquired 
infections  are  from  tuberculosis,  and  as  an 
especial  threat  to  children  and  pediatricians, 
the  pneumococcus.  Isolates  of  S.  pneumoniae , 
Osier’s  “captain  of  the  men  of  death,”  with 
increased  resistance  to  penicillin  were  identi- 
fied in  New  Guinea  and  Australia  in  1967.  By 
the  late  70s,  highly  resistant  strains  appeared 
first  in  South  Africa,  then  in  Spain  and  the 
United  States.  Identification  of  strains  resis- 
tant to  third  generation  cephalosporins  as  well 
provides  new  challenges  in  treating  invasive 
pneumococcal  disease.  An  even  larger  prob- 
lem develops  in  treatment  of  non-invasive  dis- 
ease due  to  pneumococcus,  prompting  critical 
evaluation  of  the  use  of  oral  antibiotics  in  the 
treatment  of  common  childhood  infections, 
particularly  otitis  media.6 

NEW  PATHOGENS,  NEW  DISEASES 

The  technologies  of  modern  biology,  includ- 
ing antigen-antibody  detection  methods, 
nucleic  acid  hybridization,  cloning,  sequenc- 
ing, and  amplification  using  the  polymerase 
chain  reaction  as  well  as  old  fashioned 
sleuthing  and  brute  force  allowed  for  rapid 
identification  of  the  agents  responsible  for 
newly  recognized  diseases.  Lyme  disease  is 
the  probable  result  of  social  and  ecologic 
changes  which  led  first  to  abandonment  of 
farms  and  fields  in  the  northeast  and  midwest, 
with  subsequent  reforestation  followed  by 
return  of  deer  populations  on  which  the  Lyme 
vector,  the  Ixodes  tick,  is  dependent.  Subur- 
ban development  into  these  areas  brought 
humans  and  vectors  together  in  large  numbers 
to  create  the  first  epidemic  of  Lyme  disease  in 
1975. 7 Borrelia  horderferi  was  identified  as 
the  pathogen  in  1982.  The  epidemic  of  “Four 
comers  disease”  in  the  southwest,  also  a like- 
ly result  of  human  encroachment  on  animal 
habitat,  was  recognized  as  a consequence  of 
hantavirus  infection.  And  most  notably, 
human  immunodeficiency  virus  was  identi- 
fied as  the  causative  agent  of  the  acquired 
immunodeficiency  syndrome. 

The  prototype  of  a new  epidemic  caused  by 
a previously  unknown  agent  is  AIDS.  The  ill- 
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ness  was  first  recognized  in  adults  in  1981 
and  in  children  the  following  year.  By  1983, 
the  causative  agent  was  identified.  An  anti- 
body test  to  detect  infection  became  commer- 
cially available  in  1985.  The  subsequent 
decade  has  seen  an  explosion  in  knowledge 
of  the  biology  of  HIV,  advances  in  treatment, 
and  in  length  and  quality  of  life.  As  recently 
as  1990,  physicians  caring  for  children  with 
HIV  infection  noted  with  some  astonishment 
that  many  of  their  patients  were  surviving 
beyond  four  years.  We  now  can  anticipate  an 
average  life  expectancy  of  10  years  for  chil- 
dren infected  at  birth,  with  many  children 
entering  their  teenage  years  in  good  health. 
The  recent  addition  of  protease  inhibitors  as 
well  as  other  more  potent  anti-retroviral 
agents  to  therapeutic  regimens  promises  to 
continue  this  favorable  trend.  Indeed,  man- 
agement of  HIV  infection  in  children  has 
become  more  akin  to  managing  other  chronic 
illnesses.  The  most  remarkable  event  in  HIV 
care,  however,  was  not  a breakthrough  in 
treatment,  but  in  prevention.  Transmission  of 
HIV  infection  from  mother  to  infant  can  be 
reduced  66  percent  by  treatment  of  the  moth- 
er during  pregnancy  and  delivery,  and  of  the 
infant  in  the  first  six  weeks  of  life  with  AZT. 

The  36  years  since  Dr.  Waring’s  retirement 
have  seen  remarkable  improvements  in  diag- 
nosis, treatment,  and  prevention  of  many 
infectious  diseases  common  to  Dr.  Waring’s 
practice.  Tuberculosis,  rheumatic  fever,  scar- 
let fever,  diphtheria,  and  pertussis  remain 
with  us  and  on  our  differential  diagnosis  lists, 
but  are  seen  much  less  frequently  in  our  time 
despite  recrudescence  of  many  of  these  dis- 
eases in  certain  communities.  Would  Dr.  War- 
ing have  known  of  Kawasaki  syndrome,  cat- 
scratch,  or  toxic  shock?  Were  he  active  today, 
would  his  bibliography  include  articles  on 


pediatric  HIV  infection  or  penicillin-resistant 
pneumococci? 

In  addition  to  identifying  and  characterizing 
new  infections,  we  are  also  beginning  to 
understand  some  of  the  factors  which  con- 
tribute to  the  reemergence  of  old  infectious 
diseases  and  the  emergence  of  new  ones. 
Whether  new  or  old,  epidemics  of  infectious 
diseases  occur  because  of  encroachment  into 
new  habitats,  agricultural  practices,  war, 
changes  in  patterns  of  behavior  and  social 
organization,  and  from  our  own  medical  prac- 
tices. Perhaps  most  important,  however,  are 
the  speed  and  ease  of  global  travel  that  allow 
travelers  incubating  infections  to  reach  any 
part  of  the  globe  within  24  hours.  These 
changes  in  human  behavior  combined  with 
the  genetic  versatility  of  microbes  which 
allow  them  to  develop  “new  pathogenic 
vigor,  escape  population  immunity  by  acquir- 
ing new  antigens,  and  develop  antibiotic 
resistance”5  assure  that  infectious  diseases 
will  continue  to  challenge  medicine  and  the 
populace  long  after  we  are  gone.  □ 
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THE  ANNUAL  MEETING  OF  THE  AMA 
CHICAGO,  ILLINOIS 
JUNE  22-26, 1997 

REPORT  OF  THE  SCMA  DELEGATION 
WALTER  J.  ROBERTS,  JR.,  M.  D.* 


The  Annual  Meeting  of  the  American  Medical  Asso- 
ciation (AMA)  was  held  in  Chicago  June  22-26, 1997. 
South  Carolina  is  increasingly  better  represented  at  the 
national  level,  not  only  by  our  eight -man  delegation 
from  the  South  Carolina  Medical  Association,  but  by 
five  other  South  Carolina  physicians  who  represent 
their  specialty  societies.  Already  a part  of  our  regu- 
lar activities  have  been  Dr.  Ed  Kimbrough,  delegate 
from  the  American  Orthopedic  Association,  and  Dr. 
Marion  Burton,  delegate  from  the  American  Acade- 
my of  Pediatrics.  Now  we  have,  in  addition,  Dr.  David 
Osguthorpe  from  the  American  Academy  of  Oto- 
laryngic  Allergy,  Dr.  James  Scully  from  the  Ameri- 
can Psychiatric  Association,  and  Dr.  Byron  Hepburn 
from  the  Association  of  Military  Surgeons  of  the  Unit- 
ed States.  We  have  strongly  encouraged  these  repre- 
sentatives from  their  various  specialties  to  join  us  in 
deliberations  on  behalf  of  the  physicians  of  our  state, 
and  they  have  done  so. 

Our  superb  staff  support  from  Chief  Executive  Offi- 
cer Bill  Mahon  and  Senior  Vice  President  and  Gen- 
eral Counsel  Steve  Williams  also  deserves  mention. 
Their  dedication  on  your  behalf  certainly  transcends 
“usual”  staff  responsibilities  and  is  greatly  appreciated 
by  all  of  the  South  Carolina  Delegation. 

At  this  meeting,  South  Carolina’s  member  of  the 
AMA  Board  of  Trustees,  Dr.  Randy  Smoak,  was  elect- 
ed vice-chairman  of  the  board.  Randy’s  ascent  to 
prominence  as  a trustee  and  a spokesman  for  AMA 
has  been  meteoric.  He  is  a true,  national  leader. 

I had  the  great  pleasure  at  this  meeting  to  assume 
the  office  of  vice-chairman  of  the  Southeastern  Del- 
egation. In  this  position,  I will  be  involved  in  policy- 
making decisions  which  allow  our  14  southeastern 
states  to  remain  a powerful  voice  in  the  AMA. 

A pleasant  duty  befell  me  in  my  new  responsibili- 
ty with  the  Southeastern  Delegation.  I participated  in 
confirming  support  for  Dr.  Chris  Hawk,  who  next  June 
will  be  a candidate  for  a seat  on  the  AMA  Council  on 
Scientific  Affairs.  This  very  prestigious  council  over- 


sees much  of  the  scientific  endeavor  and  research  in 
this  country  and,  indeed,  in  the  world.  We  will,  as  a 
delegation,  be  much  involved  in  Chris’s  efforts  toward 
success.  At  the  same  meeting,  Dr.  Smoak  will  also  be 
running  for  reelection  to  the  Board  of  Trustees  and  will 
enjoy  the  same  commitment  and  support. 

There  were,  as  always,  a great  number  of  important 
and  often  contentious  issues  at  this  meeting.  In  “bul- 
let” fashion,  allow  me  to  touch  upon  several  of  these 
issues.  I encourage  you  to  follow  AMNews,  especially 
the  July  14  issue,  for  more  details  of  these  and  other 
items  of  business  of  the  AMA  House  of  Delegates. 

• Clearly,  the  most  contentious  problem  and  most 
widely  discussed  issue  was  “Partial  Birth  Abortion.” 
Just  prior  to  the  meeting,  the  federal  ban  under  the  des- 
ignation of  HR-1 122  had  been  supported  after  certain 
changes  desired  by  physicians  by  spokespersons  for 
the  AMA  Board  of  Trustees  and  AMA  executive 
director,  Dr.  John  Seward. 

Prior  to  the  meeting,  I received  a number  of  letters, 
mostly  from  obstetricians,  which  both  praised  and  con- 
demned the  support  of  the  bill.  For  those  of  you  who 
expressed  your  feelings  to  me,  let  me  attempt  to  answer 
and  explain  to  you  the  elements  of  the  decision  mak- 
ing process  as  I understand  it.  There  is  no  totally  sat- 
isfying way  to  answer  all  of  the  concerns  expressed. 

Prior  to  the  AMA  meeting,  the  AMA  Board  of 
Trustees  issued  a statement  explaining  its  stance  in 
support  of  HR- 1 122  on  the  following  basis: 

1 . “Partial  Birth  Abortion,”  which  is  better  termed 
in  medical  language  “intact  dilatation  and  extraction” 
(D&X),  is  ethically  wrong.  Furthermore,  expert  pan- 
els, including  prominent  American  College  of  Obste- 
tricians and  Gynecologists  (ACOG)  representatives, 
could  not  identify  any  circumstance  where  intact  D&X 
is  the  only  “appropriate  alternative.” 

2.  Intact  D&X  differs  from  other  destructive  abor- 
tion procedures  and  is  ethically  different  since  the  fetus 
is  usually  more  than  20  weeks  gestation  and  is  killed 
outside  the  womb.  This  “partial  birth”  has  given  the 
fetus  “autonomy”  which  separates  it  from  the  right  of 
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the  woman  to  choose  treatments  for  her  own  body. 

3.  The  AM  A board  was  able  to  get  changes  in  the 
original  HR- 1 122  which  allows  physicians  to  retain 
their  discretion  in  their  choice  of  procedure  if  they  feel 
the  woman’s  life  is  endangered  by  the  procedure. 

4.  HR- 1 1 22  is  a law  which  applies  only  to  “intact 
D&X”  and  to  no  other  form  of  abortion  procedure. 

5.  In  the  opinion  of  the  AMA’s  board,  since  intact 
D&X  is  not  an  accepted  medical  practice  and  its  use 
is  not  recommended,  “criminalization’’  of  a physician 
who  performs  the  procedure  is  not  endorsed. 

In  my  own  opinion,  there  are  several  genuine  con- 
cerns about  this  bill  and  this  process.  The  public  has 
heard  much  about  the  horror  of  the  procedure,  which 
has  been  portrayed  as  dreadful  infanticide.  This  alone 
would  seem  to  me  to  make  the  AMA’s  “backing  away” 
from  its  publicized  support  of  the  bill  a very  bad  deci- 
sion, and  I stated  this  at  the  reference  committee  hear- 
ing. The  public  would  not  understand  the  change  in 
posture  and  perhaps  would  view  a change  as  AMA  sup- 
port of  a heinous  medical  procedure.  Many  of  the  oppo- 
nents of  the  AMA’s  decision  to  endorse  HR- 11 22 
believe  it  to  be  a “bad  bill,”  which  usurps  physician  pre- 
rogatives in  difficult  deliveries  and  which  is  attempt- 
ing to  legislate  medical  practice.  Others  view  the  entire 
effort  as  the  first  genuine  success  on  the  part  of  the  anti- 
abortion forces  to  achieve  “outlawing”  of  an  abortion 
procedure.  In  my  opinion,  all  may  be  correct. 

One  of  my  own  concerns  is  how  many  of  these  pro- 
cedures are  being  performed.  It  is  stated  by  many 
prominent  obstetricians  that  they  have  never  done, 
never  seen  done,  and  do  not  know  anyone  who  per- 
forms such  a procedure.  On  the  other  hand,  one  of  the 
discussants  at  the  reference  committee  hearing  stat- 
ed that  if  one  polls  the  abortion  clinics,  where  many 
abortions — perhaps  “late-term”abortions — are  being 
done,  the  procedure  may  be  done  more  often  than 
many  recognize.  I have  my  own  opinion  about  the 
abortion  issue,  and  I shall  not  express  it  here,  but  this 
uncertainty  of  knowledge  concerns  me. 

In  any  event,  the  House  of  Delegates,  in  an  almost 
overwhelming  vote,  gave  support  to  the  AMA  Board 
of  Trustees’  decision  to  endorse  the  bill,  and  every- 
thing considered,  I think  it  was  the  proper  decision. 

• In  Council  of  Medical  Education  Report  5,  the 
AMA  stressed  the  importance  of  having  medical 
schools  and  residency  programs  work  cooperatively 
with  managed  care  organizations  in  developing  plans 
which  would  support  the  training  of  medical  students 
and  residents,  with  importance  of  an  all-payer  system 
for  graduate  medical  education. 

— • Referred  to  the  Board  of  Trustees  was  a reso- 


lution which  asks  the  AMA  to  work  with  appropriate 
governmental  agencies  to  permit  fellows  or  their 
supervisors  to  bill  for  services  rendered  to  Medicare 
patients. 

• In  light  of  recent  concern  expressed  in  lay  press 
articles  about  the  use  of  HI  V Home  Blood  Collection 
Kits,  a timely  report  from  the  Council  on  Scientific 
Affairs  encourages  the  standardization  of  data  col- 
lected by  the  manufacturers  of  these  home-use  kits  and 
their  reporting  of  the  positive  results  to  state  agencies. 

• Another  timely  Council  on  Scientific  Affairs 
report  addresses  the  issue  of  “alternative  medicine” 
which  categorizes  the  most  often  used  forms  of  this 
type  of  medical  treatment,  creates  a context  to  assess 
the  utility  of  such  forms  of  treatment,  and  discusses 
how  physicians  might  address  problems  encountered 
with  an  unconventional  or  questionable  approach  to 
medical  treatment  or  healing. 

• Adopted  was  a resolution  which  asks  AMA  to 
work  with  appropriate  medical  groups  such  as  the 
American  College  of  Emergency  Medicine  in  review- 
ing contents  of  emergency  kits  in  U.  S.  air  carriers,  to 
recommend  changes  if  needed,  and  to  develop  regu- 
lations which  will  demand  proper  reporting  of  med- 
ical emergencies  occurring  during  flights  of  aircraft. 

• The  AMA  will  work  with  the  United  States  Del- 
egation to  the  United  Nations  and  with  other  world 
medical  organizations  in  an  effort  to  ban  the  manu- 
facture, storage,  sale,  and  usage  of  land  mines.  _ 

• Adopted  was  a resolution  which  asks  AMA  to 
investigate  Medical  Savings  Accounts  (MSA),  to  edu- 
cate physicians  and  the  public  about  them,  and  to  pos- 
sibly offer  such  accounts  to  physician-members  and 
their  employees. 

• The  entire  issue  of  physician  unionization  has 
been  previously  reviewed  and  discussed  in  reports 
from  die  AMA  Board  of  Trustees  (BOT  Report  41  and 
42  from  this  meeting).  A resolution  was  adopted  which 
asks  AMA  to  continue  to  educate  physicians  about  the 
professional  and  legal  implications  of  physician  union- 
ization activities.  The  resolution  also  asks  AMA  to 
investigate  the  issues  of  collective  bargaining  for 
employed  physician  groups  since  there  are  reports  of 
some  successful  efforts  by  such  groups  in  confronting 
the  current  unfair  antitrust  laws  pertaining  to  physi- 
cians in  bargaining  for  reimbursement  and  work  con- 
ditions. 

• There  are  documented  reports  which  indicate 
that  some  managed  care  organizations  are  penalizing 
physician  panel  members  who  do  not  adhere  to  man- 
aged care  formularies  in  their  prescribing.  These  penal- 
ties have  included  deductions  from  withholds  or  direct 
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charges  to  the  physician.  An  adopted  resolution  states 
that  such  activities  are  unduly  coercive  and  inappro- 
priate and  calls  for  AMA  to  add  this  specific  statement 
to  its  existing  policy  and  to  incorporate  the  intent  of 
the  policy  statement  in  any  pending  legislation  deal- 
ing with  managed  care  reform. 

• An  adopted  resolution  calls  upon  AMA  to  estab- 
lish a system  for  collecting  information  on  the  impact 
of  declining  reimbursements  on  access  to  medical  care 
and  on  the  quality  of  care  provided.  Instances  were 
cited  in  reference  committee  discussions  in  which  sub- 
stantial employee  layoffs  resulted  from  financial  con- 
siderations of  health  care  costs,  sure  to  impact  on 
health  care  access  and  quality. 

• An  amended  resolution  asks  AMA  to  study 
Resource  Based  Relative  Value  Scale  (RBRVS)  to 
determine  whether  the  professional  training  and  exper- 
tise of  physicians  as  compared  with  that  of  non-physi- 
cians such  as  nurse  practitioners  is  adequately  reflect- 
ed in  reimbursement  schedules  as  used  by  Medicare 
and  other  payors. 

• The  Council  on  Ethical  and  Judicial  Affairs 
(CEJA)  of  AMA  has  reported  and  made  cogent  rec- 
ommendations regarding  the  ethical  implications  of 
capitation.  This  report  provides  effective  guidance  for 
physicians  on  this  complicated  subject,  and  the  rec- 
ommendations can  be  applied  to  a variety  of  capita- 
tion contracts.  I suggest  that  any  physician  who  is, 
involved  in  such  contract  negotiations  should  read  this 
timely  and  important  report  and  attempt  to  abide  by 
its  well-stated  principles. 

• CEJA  is  asked,  in  an  adopted  resolution,  to 
examine  the  role  of  psychiatric  care  in  its  guidelines 
which  prohibit  physician  participation  in  executions. 
This  request,  from  the  House  of  Delegates,  springs 
from  the  concern  by  the  American  Psychiatric  Asso- 
ciation on  the  issue  of  involvement  in  care  of  inmates 
on  death  row,  and  that  there  are  federal,  as  well  as  state 
prisoners,  on  death  row. 

• The  impact  of  financial  incentives  such  as  third 
party  payors,  withholds,  and  capitated  payments  on 
quality  of  care  and  access  to  care  for  our  patients  is 
being  studied  by  AMA.  Another  resolution  again  was 
adopted,  asking  AMA  to  address  this  issue. 

• The  Council  of  Medical  Services  rendered  to  the 
House  of  Delegates  a report  in  response  to  a resolu- 
tion from  the  last  AMA  Annual  Meeting.  This  reso- 
lution asked  AMA  to  look  at  the  feasibility  of  long- 
term funding  of  Medicare  through  a life  insurance 
mechanism,  using  the  life  insurance  proceeds  to 
“refund”  Medicare  benefits  at  the  time  of  the  recipi- 


ent’s death.  The  council’s  feeling  is  expressed  in  reaf- 
firming the  AMA  belief  that  a preferred  approach 
should  be  a shifting  out  of  a government-managed  sys- 
tem to  a system  of  private  ownership  in  order  to  assure 
that  all  working  Americans  will  have  access  to  health 
care  in  retirement. 

• Regarding  the  almost  certain  efforts  by  Congress 
and  the  president  to  achieve  budget-balancing  cuts  in 
Medicare  and  Medicaid  funding,  a substitute  resolu- 
tion was  passed  which  (1)  opposes  such  cuts  since  they 
undermine  patient  access  and  quality  of  care;  (2) 
expresses  the  opinion  that  Medicare  and  Medicaid 
budgets  need  instead  to  expand  adequately  to  adjust 
for  factors  such  as  cost  of  living  and  the  growing  size 
of  the  Medicare  population;  (3)  expresses  that  the 
AMA  aggressively  encourages  Health  Care  Financ- 
ing Administration  (HCFA)  to  affirm  the  patients  and 
physicians  constitutional  right  to  privately  contract  for 
medical  services;  and  (4)  expresses  that  the  federal 
government  undertakes  a study  to  determine  the 
impact  of  ongoing  Medicare  and  Medicaid  cuts  on 
quality  and  access.  Finally,  it  is  stated  that  if  reim- 
bursement is  not  improved,  that  Medicare  reim- 
bursement is  unworkable  and  intolerable,  and  legis- 
lation should  be  passed  immediately  to  allow  the 
physician  to  “balance-bill”  the  patient  according  to  his 
usual  and  customary  fee. 

• There  is  a proposed  shift  by  HCFA  of  payment 
for  home  health  services  from  Medicare  Part  A to 
Medicare  Part  B,  where  payment  to  physicians  resides. 
This  effort  is  strongly  opposed  by  AMA  in  an  adopt- 
ed resolution.  The  resolution  also  calls  upon  AMA  to 
study  the  advantages  and  disadvantages  of  having  a 
“single  source”  payment  instead  of  Part  A and  Part  B. 
This  has  already  been  addressed  in  AMA’s  “Trans- 
forming Medicare”  proposal  which  endorses  a single, 
refundable  deductible  in  lieu  of  existing  Medicare 
copayments  and  deductibles. 

• An  issue  which  has  been  of  importance  to  many 
South  Carolina  physicians  is  the  marked  difference  in 
reimbursement  of  rural  health  clinics  in  this  state.  In 
a substitute  resolution,  the  House  of  Delegates  calls 
upon  our  AMA  to  draft  and  introduce  legislation 
which  would  apply  the  same  Medicare  and  Medicaid 
payment  methods  and  payments  to  provider-based 
(hospital,  nursing  home,  home  health  agency)  rural 
health  clinics  as  to  that  of  independent  (i.e.,  physician) 
rural  health  clinics.  This  would  certainly  level  the  field 
in  our  state.  Hopefully,  revisions  in  the  current  law  are 
already  in  the  process,  having  been  proposed  by  the 
administration  in  response  to  AMA  statements  about 
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these  inequities. 

• There  has  been  concern  expressed  for  some  time 
over  post-hospital  custodial  care  and  home  health  care, 
and  this  concern  is  addressed  in  a resolution  which 
calls  for  greater  physician  involvement  in  review, 
surveillance  of,  and  orders  for  home  health  care  ser- 
vices. It  seems  clear  to  me  that  there  has  been  less 
physician  involvement  than  is  desirable,  and  that  deci- 
sions about  continuation  and  utilization  of  such  ser- 
vices are  often  made  by  persons  other  than  the  attend- 
ing physician.  I think  we  have  all  been  guilty  of 
cavalier  approaches  to  the  signing  of  such  orders.  The 
resolution  also  calls  for  adequate  reimbursement  to 
physicians  for  their  services.  In  light  of  recent  concern 
over  potential  “fraud  and  abuse”  incrimination  which 
has  now  emerged  as  part  of  the  Kennedy-Kassebaum 
legislation,  HCFA  is  petitioned  to  require  “clear  and 
understandable  language  and  readable  print  in  initial 
and  renewal  orders  for  home  health  services.” 

• A resolution  calling  for  PSA  testing  to  become 
a covered  service  under  Medicare  was  referred  to  the 
Board  of  Trustees  for  study  since  there  still  exists  some 
lack  of  consensus  on  reliability,  frequency,  age  group, 
and  other  aspects  of  the  testing. 

• The  “Clinical  Laboratory  Improvement  Act” 
(CLIA)  continues  to  be  a source  of  undue  cost  and 
“hassle”  to  physicians  who  have  labs  in  their  offices. 
Once  more,  there  were  several  resolutions  introduced 
which  call  for  AMA  to  continue  to  seek  modifications 
in  the  Public  Health  Service  Act  to  exempt  physician 
labs  from  such  regulation  and  inspection  unless  cytol- 
ogy is  performed.  The  inspections  have,  in  many 
physicians’  opinions,  been  costly,  over-required,  and 
generally  onerous. 

• In  California,  there  is  an  initiative  pending  which 
will  allow  psychologists  to  prescribe  prescription  med- 
ications for  patients.  The  American  Psychiatric  Asso- 
ciation and  other  psychiatric  groups  have  submitted 
a resolution  endorsed  by  the  House  of  Delegates  which 
calls  on  AMA  and  other  medical  societies  to  work  for 
defeat  of  such  efforts.  Strong  testimony  supported 
AMA  consensus  to  oppose  other  attempts  by  non- 
physician practitioners  to  inappropriately  expand  their 
scope  of  practice. 

• As  mentioned  above,  the  “Health  Insurance 


Portability  and  Accountability  Act  of  1996  (HIPAA),” 
known  more  commonly  as  the  Kennedy-Kassebaum 
Act,  has  some  features  which  have  proved  to  be,  or 
are  potentially,  “oppressive”  and  “burdensome”  to 
physicians.  The  concern  regards  “fraud  and  abuse” 
issues,  where  physicians  may  be  punished  for  what  are 
unintentional  acts.  HIPAA  also  currently  has  standards 
of  proof  which  some  are  seeking  to  repeal,  which  may 
make  the  unintentional  acts  even  more  open  to  claim 
of  fraud.  AMA  is  called  upon  to  oppose  those  sug- 
gested changes  and  to  vigorously  oppose  efforts  by  the 
Department  of  Justice  to  punish  and  harass  physicians 
for  unintentional  errors.  These  efforts  do  not  dimin- 
ish the  AMA’s  posture  that  intentional  fraud  or  abuse 
are  criminal  activities  which  should  be  appropriate- 
ly punished. 

• In  several  resolutions,  physicians  are  seeking 
help  in  developing  a strategy  for  eliminating  delay  of 
payments  to  physicians  by  insurance  companies  and 
other  third-party  payors.  Apparently,  this  is  not  an 
uncommon  practice  by  insurance  companies  where 
delaying  payment  to  physicians  means  an  enormous 
amount  of  money  can  be  earned.  Physicians  in  Mary- 
land have  successfully  achieved  passage  of  a bill 
which  demands  that  any  such  delay,  if  proved  to  be 
willful,  will  result  in  a one  and  a half  percent  per  month 
penalty  to  be  assessed  and  paid  by  the  insurance  com- 
pany. AMA  is  asked  to  develop  a strategy  which  will 
allow  and  demand  prompt  payment  to  physicians. 

As  is  seen,  the  broad  expanse  and  complicated  con- 
tent of  issues  which  are  presented  to  the  House  of  Del- 
egates at  each  AMA  meeting  requires  study  and  com- 
mitment by  each  delegate.  The  AMA  aims  to  involve 
you,  as  physicians,  in  making  decisions  regarding  legal, 
scientific,  financial,  and  ethical  issues  which  allow  us 
to  practice  our  art  and  run  our  businesses.  Once  more, 
I can  assure  you  that  your  South  Carolina  AMA  Del- 
egation has  done  that  study  and  performs  with  that 
commitment,  allowing  South  Carolina  physicians  to 
have  a voice  at  national  level  in  decision  making. 

The  delegation’s  efforts  and  commitments  must  be 
supported  by  its  constituency.  Let  me  encourage  you 
to  convey  your  concerns  and  ideas  to  us.  Allow  us  to 
truly  represent  you  with  our  best  effort  at  AMA.  □ 


Please  refer  to  the  “SCMA  Newsletter”  in  this  issue  of  The  Journal  for 
highlights  of  the  1997  Annual  Meeting  Report  for  the  Young  Physicians  Section. 
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During  his  medical  career,  Dr.  Waring  experi- 
enced, participated  in,  and  documented 
changes  in  the  frequency  and  management  of 
common  childhood  infectious  diseases  result- 
ing from  the  institution  of  vaccinations.11 1314 
Use  of  antimicrobials  and  immunizations 
markedly  effected  the  practice  of  medicine 
over  his  decades  of  providing  medical  care  to 
children.  His  writing,  while  not  limited  to  a 
single  facet  of  the  practice  of  pediatrics, 
clearly  demonstrated  his  interest  in  infectious 
diseases  of  childhood.91012  By  his  retirement 
in  1961,  several  major  diseases  had  been 
effectively  reduced  through  the  use  of  immu- 
nizations. At  that  time,  vaccines  for  diphthe- 
ria, pertussis,  tetanus,  small  pox,  and  polio 
had  greatly  reduced  the  incidence,  mortality, 
and  morbidity  of  those  diseases. 

Despite  the  major  changes  in  the  health  of 
the  U.  S.  population  and  the  resulting  changes 
in  the  practice  of  medicine  derived  from  the 
use  of  vaccines  available  by  1961,  even  fur- 
ther advances  in  control  of  infectious  diseases 
through  immunizations  have  occurred  over 
the  following  decades.  Shortly  following  his 
retirement,  live  attenuated  orally  adminis- 
tered polio  vaccines  (OPV)  were  introduced 
and  became  widely  accepted,  generally 
replacing  the  inactivated  injectable  polio  vac- 
cines (IPV)  in  most  immunization  programs. 
The  combination  vaccine  for  measles, 
mumps,  and  rubella  (MMR)  also  became 
available  within  several  years  of  his  retire- 
ment. The  greater  ease  of  administering  the 
oral  polio  vaccine  and  greater  durability  of 
antibody  response  resulted  in  it  being  the  vac- 
cine of  choice  for  polio.  The  MMR  greatly 
reduced  the  incidence  of  a severe  childhood 
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disease,  measles,  and  a disease  with  signifi- 
cant fetal  problems  when  acquired  during 
pregnancy,  congenital  rubella. 

EFFECTIVE  IMMUNIZATIONS  USED 
DURING  DR.  WARING’S  CAREER 

Dr.  Waring  documented  the  seroconversion 
rate  for  smallpox  vaccine  used  in  children  in 
Charleston  in  1943  with  a less  than  optimal 
response  recorded,  77.3  percent  seroconver- 
sion.14 Later  in  1949,  he  commented  on  the 
use  of  smallpox  vaccination  relative  to  the 
uncommon  occurrence  of  the  disease  at  that 
time.13  In  the  same  review,  he  addressed  the 
use  of  the  other  vaccines  which  had  been 
found  to  be  valuable  and  presented  the  sched- 
ule of  immunizations  used  at  that  time  and 
generally  still  in  use  at  the  time  of  his  retire- 
ment, excluding  inactivated  injectable  polio 
vaccine  which  was  introduced  later.13  In  1949, 
the  standard  childhood  immunization  sched- 
ule included  diphtheria,  tetanus,  pertussis 
combination  immunization,  smallpox,  and 
typhoid,  a vaccine  which  was  utilized  vari- 
ably by  region  at  that  time.  The  diphtheria 
and  tetanus  vaccines  of  that  time  were  highly 
efficacious,  and  the  schedule  was  similar  to 
that  in  use  now,  recommended  in  combina- 
tion with  the  pertussis  vaccine  (DPT).  In  the 
early  1950s,  the  polio  vaccine  (IPV)  was 
introduced  and  incorporated  into  the  routine 
immunization  schedule  for  children.  By  the 
year  of  his  retirement  from  active  practice, 
these  vaccines  had  been  incorporated  into  the 
routine  immunization  schedule  which  has 
continued  to  form  the  core  of  childhood 
immunizations,  consisting  of  a primary  series 
of  immunizations  with  DPT,  IPV,  and  small- 
pox in  early  infancy  and  later  booster  immu- 
nizations which  varied  slightly  with  the  dif- 
ferent diseases  and  vaccines. 
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IMPACT  OF  IMMUNIZATIONS  USED 
DURING  DR.  WARING’S  CAREER 

In  his  commentaries  about  childhood  immu- 
nizations, Dr.  Waring  discussed  the  effect  of 
the  pertussis  vaccine  on  disease  manifesta- 
tions, morbidity,  and  mortality  greatly 
exceeding  the  impact  on  actual  infection  rate13 
which  continues  with  the  current  vaccines. 
He  also  emphasized  the  need  for  early  institu- 
tion of  immunizations  to  have  the  greatest 
impact  and  effectiveness  as  the  diseases  tar- 
geted had  the  greatest  incidence  and  severity 
in  infancy  and  early  childhood.  The  reduction 
of  cases  of  the  diseases  covered  by  the  immu- 
nization schedule  of  the  early  1960s  for  these 
diseases  ranged  between  97  and  99.9  percent 
reduction.8  These  were  highly  effective  vac- 
cines which,  nevertheless,  had  some  potential 
and  real  complications  but  had  greatly 
reduced  the  sway  of  these  diseases  on  chil- 
dren, families,  and  society. 

SUBSEQUENT  MODIFICATION  OF 
IMMUNIZATIONS 

As  mentioned  previously,  the  poliovirus  vac- 
cine was  changed  following  Dr.  Waring’s 
retirement  with  the  eventual  substitution  of 
the  trivalent  OPV  largely  replacing  the  IPV. 
Overall  since  the  introduction  of  injectable 
polio  vaccines  in  the  1950s  and  the  oral  polio 
vaccines  in  the  1960s,  poliomyelitis  control 
has  been  achieved  in  the  U.  S.  and  else- 
where.3 The  last  case  of  indigenously 
acquired  polio  due  to  wild  type  virus  in  the  U. 
S.  case  was  reported  in  1979.  In  the  Americ- 
as, the  last  case  of  polio  due  to  wild  type 
virus  was  detected  in  Peru  in  1991,  and  the 
Western  Hemisphere  was  certified  as  free  of 
indigenous  wild  type  poliovirus  in  1994.  The 
target  of  the  World  Health  Assembly  is  eradi- 
cation of  the  disease  by  the  year  2000.  This 
represents  a major  advancement  in  health 
since  1939  when  Dr.  Waring  reported  90 
cases  of  poliomyelitis  in  Charleston  county 
during  a six-month  interval.12  The  OPV  has 
been  largely  responsible  for  the  elimination 
of  wild  type  poliovirus  from  the  Western 
Hemisphere  and  has  been  so  successful  that 


the  only  indigenous  cases  of  the  disease  in  the 
U.  S.  have  been  vaccine-associated  paralytic 
poliomyelitis  (VAPP).  This  has  led  to  the 
recent  proposal  to  modify  the  immunization 
schedule  to  reduce  the  risk  of  VAPP.  The 
availability  of  highly  immunogenic  inactivat- 
ed polio  vaccines,  enhanced  inactivated  polio 
vaccines  (elPV),  has  made  this  feasible.  Cur- 
rently, the  preferred  schedule  of  the  Advisory 
Committee  on  Immunization  Practices 
(ACIP)  is  a sequential  elPV  for  the  initial  two 
immunizations  followed  by  OPV  for  the 
remaining  immunizations  of  the  schedule.3 
Alternate  schedules  of  only  the  elPV  or  only 
the  OPV  are  included  as  acceptable. 

The  other  major  component  of  the  primary 
immunization  schedule  for  infants  was  DPT, 
which  has  largely  been  unchanged  until 
recently.  The  toxoid  components  of  the  vac- 
cine for  diphtheria  and  tetanus  have  been  lit- 
tle changed  and  remain  highly  effective  and 
associated  with  minimal  serious  toxicities. 
However,  the  pertussis  component,  which  has 
been  a whole  cell  lysate  type  of  vaccine,  has 
been  associated  with  severe  side  effects 
which  led  to  some  resistance  to  utilization  of 
this  vaccine  by  parents.  While  the  causality  of 
these  associations  for  the  most  concerning 
side  effects  has  not  been  supported  by  investi- 
gations, the  perception  that  the  vaccine  could 
be  harmful  interfered  with  optimal  accep- 
tance and  application  of  the  vaccine.  This  led 
to  the  development  of  purified  component 
vaccines  for  pertussis,  the  acellular  pertussis 
vaccines.  The  first  of  the  combination  vac- 
cines incorporating  the  acellular  vaccine  was 
licensed  in  August  1996  and  a second  was 
recently  approved.  The  DTaP  incorporating 
the  acellular  pertussis  components  can  be  uti- 
lized as  the  DTP  was  in  the  immunization 
schedule  and  is  preferred  because  of  the 
lower  incidence  of  vaccine  associated  reac- 
tions.1-6 

The  remaining  standard  immunization  used 
at  Dr.  Waring’s  retirement  was  the  smallpox 
vaccine.  This  vaccine  has  been  dropped  from 
routine  immunization  schedules  for  over  a 
decade.  In  1980,  the  World  Health  Organiza- 
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tion  reported  the  elimination  of  smallpox 
worldwide. 

SUBSEQUENT  INTRODUCTION  OF 
NEW  VACCINES 

As  already  mentioned,  shortly  following  Dr. 
Waring’s  retirement,  measles  and  combina- 
tion MMR  vaccines  came  into  use.  This  was 
not  without  some  false  starts  and  problems. 
The  early  measles  vaccine  was  a killed  virus 
and  resulted  in  incomplete  immunity.  The 
consequence  was  subsequent  infection  with 
an  atypical  presentation  with  measles,  “atypi- 
cal measles,”  and  the  vaccine  was  changed  to 
an  attenuated  live  vaccine  combined  with 
mumps  and  rubella.  This  combination  has 
been  highly  effective  with  97  to  99  percent 
reductions  in  reported  cases.  This  combina- 
tion remains  highly  effective  with  reductions 
in  reported  cases  from  peak  years  being  esti- 
mated as  >99  percent  by  1995.  Subsequent 
outbreaks  of  measles,  cases  of  congenital 
rubella  syndrome  and  a relative  resurgence  of 
mumps  since  1986  have  largely  been 
explained  by  failure  to  immunize  children  at 
the  recommended  ages.  Additionally,  a wan- 
ing of  immunity  to  these  viruses  was  recog- 
nized in  a small  percentage  of  the  population 
which  could  also  increase  the  risk  of  measles, 
rubella  and  mumps  occurring  in  adolescence 
and  young  adulthood.  This  led  to  the  recom- 
mendation for  reimmunization  with  a second 
dose  of  the  MMR  at  entry  to  elementary  or 
junior  high  (middle)  school.1 

Newer  vaccines  have  also  been  introduced 
and  incorporated  into  the  routine  immuniza- 
tion schedule.  The  first  of  these  was  a vaccine 
for  hepatitis  B which  became  available  in 
1982.  Hepatitis  B continued  to  occur  despite 
recommendations  for  use  of  the  vaccine  in 
high  risk  populations  and  for  known  poten- 
tially exposed  newborns.  Since  the  vaccine  is 
highly  effective  and  safe,  this  led  to  recom- 
mendations for  universal  immunization 
against  hepatitis  B in  1991  and  1992.8 

Dr.  Waring  reported  experience  with  anoth- 
er major  bacterial  infection.  Haemophilus 
influenzae  type  b (Hib),  for  which  effective 


vaccines  have  been  developed  and  incorpo- 
rated into  the  routine  immunization  schedule. 
Before  the  availability  of  effective  vaccines, 
Haemophilus  influenzae  type  b was  the  most 
common  cause  of  bacterial  meningitis  in  chil- 
dren in  the  U.  S.  Initial  vaccines  for  Hib  were 
purified  polysaccharide  capsule  vaccines 
which  were  not  uniformly  immunogenic 
under  age  two  years  and  had  little  impact  on 
the  incidence  of  meningitis  although  arthritis 
and  epiglottitis  due  to  Hib  were  reduced  by 
these  vaccines.  With  the  introduction  of  Hib 
conjugate  vaccines  in  1987,  the  incidence  of 
Hib  invasive  disease  in  children  under  age 
five  years  decreased  by  96  percent  through 
1995. 5 This  is  now  a major  part  of  the  routine 
primary  immunization  schedule  and  combina- 
tion vaccines  with  DTP  and  Hib  conjugates 
incorporated  into  the  schedule.  The  recent 
DTaP  vaccines  must  be  mixed  at  the  time  of 
immunization  with  an  Hib  conjugate  vaccine 
if  the  DTaP  is  used  to  replace  the  DTP/Hib 
conjugate  combination  vaccines  in  the  routine 
immunization  schedule.1 

The  other  vaccine  for  a common  childhood 
infection  which  has  been  incorporated  into 
the  recommended  childhood  immunization 
schedule  is  the  varicella  vaccine  (VAR).  This 
live  attenuated  vaccine  is  recommended  after 
the  first  birthday  and  consists  of  a single 
immunization  unless  the  child  is  over  12 
years  of  age  in  which  case  a booster  is 
required.4 

FUTURE  PROSPECTS  AND  CON- 
CLUSION 

Additional  vaccines  are  recommended  for 
specific  populations  but  are  not  integrated 
into  the  recommended  childhood  immuniza- 
tion schedule.  These  include  multivalent 
pneumococcal  vaccine  and  the  recently  intro- 
duced hepatitis  A vaccine  for  at-risk  popula- 
tions. New  combinations  of  vaccines  are  also 
being  introduced  to  reduce  the  number  of 
injections  required  to  complete  the  recom- 
mended childhood  immunization  schedule. 
The  hepatitis  B/Hib  conjugate  combination  is 
an  example.  It  is  also  anticipated  that  the 
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VAR  will  be  incorporated  with  the  MMR. 

The  routine  immunizations  used  for  chil- 
dren have  greatly  benefitted  children,  fami- 
lies, and  society  in  general.  The  number  of 
diseases  which  are  preventable  or  can  be 
impacted  by  use  of  immunizations  has  grown 
over  the  past  three  and  one-half  decades.  The 
vaccines  have  continued  to  improve  in  effica- 
cy and  safety.  The  downside  of  the  current 
recommended  immunization  schedule  is  the 
complexity  of  the  schedule  and  the  number  of 
injections  which  the  child  must  receive.  The 
latter  is  a problem  which  Dr.  Waring 
addressed  in  1949  in  discussing  combination 
vaccines.  Hopefully,  the  efforts  to  combine 
vaccines  effectively  will  result  in  a schedule 
which  will  appear  more  simple  to  the  families 
and  reduce  the  number  of  injections  which 
children  receive.  This  should  result  in 
improvements  in  acceptance  and  application 
of  the  vaccines  which  are  available.  Despite 
the  complexity  of  the  current  recommenda- 
tions here  in  South  Carolina,  we  can  take 
pride  in  the  recent  success  of  the  state  immu- 
nization programs  by  achieving  an  80  percent 
coverage  level  of  the  recommended  immu- 
nizations for  children  between  19  and  35 
months  of  age  (four  or  more  doses  of 
DTP/DT,  three  or  more  doses  of  poliovirus 
vaccine,  one  or  more  doses  of  measles  con- 
taining vaccine  and  three  or  more  doses  of 
Haemophilus  influenzae  type  b vaccine)  for 
1995  and  achieving  the  1995  Childhood 
Immunization  Initiative  goals.2  South  Caroli- 
na ranked  10th  nationally  among  states  for 
this  level  of  immunization  coverage.  Mainte- 
nance of  a system  to  insure  optimal  use  of 
vaccines  will  require  some  diligence  on  the 
part  of  physicians.  The  benefits  of  immuniza- 
tions for  our  society  are  immense  in  reduction 
of  these  diseases,  their  complications  and  the 
associated  costs.7  We  should  remember  what 


Dr.  Waring  eloquently  stated  in  one  of  his  lat- 
est articles,  “Most  of  these  diseases  do  their 
worst  in  very  early  life,  and  therefore  early 
efforts  at  immunization  are  desirable.”13  □ 

REFERENCES 

1.  American  Academy  of  Pediatrics,  Committee  on 
Infectious  Diseases.  Recommended  childhood 
immunization  schedule-United  States,  January- 
December  1997.  Pediatrics.  99:136,  1997. 

2.  Centers  for  Disease  Control  and  Prevention.  Nation- 
al, state,  and  urban  area  vaccination  coverage  levels 
among  children  aged  19-35  months-United  States, 
January-December  1995.  MMWR.  46(8):  1 76- 1 82, 
1997. 

3.  Centers  for  Disease  Control  and  Prevention. 
Poliomyelitis  prevention  in  the  United  States:  Intro- 
duction of  a sequential  vaccination  schedule  of  inac- 
tivated poliovirus  vaccine  followed  by  oral 
poliovirus  vaccine.  MMWR.  46(RR-3):l-25,  1997. 

4.  Centers  for  Disease  Control  and  Prevention.  Preven- 
tion of  varicella:  Recommendations  of  the  Advisory 
Committee  on  Immunization  Practices  (ACIP). 
MMWR  Morbidity  & Mortality  Weekly  Report. 
45(RR-1 1 ):  15-19,  1996. 

5.  Centers  for  Disease  Control  and  Prevention. 
Progress  toward  elimination  of  Haemophilus 
influenzae  type  b disease  among  infants  and  chil- 
dren-United  States,  1987-1995.  MMWR. 
45(42):90 1-906,  1996. 

6.  Centers  for  Disease  Control  and  Prevention. 
Update:  availability  of  inactivated  poliovirus  vac- 
cine-United  States.  MMWR  Morbidity  & Mortality 
Weekly  Report.  43(41  ):762-  3,  1994. 

7.  Henderson  DA;  Role  of  the  United  States  in  the 
global  response  to  emerging  infections.  Journal  of 
Infectious  Diseases  170(2):284-5,  1994. 

8.  Peter  G;  Childhood  immunizations.  N.  Engl.  J.  Med 
327:1794-1800,  1992. 

9.  Waring  JI;  Additional  report  on  poliomyelitis  in 
children.  JSC  Med  Association  35(7):  180,  1939. 

10.  Waring  JI;  Influenzal  meningitis  treated  with  sul- 
fapyridine.  report  of  two  cases  with  recovery.  JSC 
Med  Association  35(1  1):284-285.  1939. 

1 1.  Waring  JI:  Placental  globulin  in  the  modification  of 
Measles.  Arch.  Pediatrics  55:570-571,  1938. 

12.  Waring  JI;  Poliomyelitis  in  Charleston  in  1939.  J S 
C Med  Association  35(6):  156-157,  1939. 

13.  Waring  JI;  Preventive  immunization  of  infancy  and 
early  childhood.  JSC.  Med  Association  45(9):276- 
278,  1949. 

14.  Waring  JI;  Results  with  commercial  smallpox  vac- 
cine. JSC  Med  Association  40(12):254,  1944. 


304 


The  Journal  of  the  South  Carolina  Medical  Association 


THE  LIMITS  OF  CHILDHOOD: ADOLESCENT 
HEALTH  CARE  IN  PEDIATRIC  PRACTICE 

JANICE  D.  KEY,  M.  D.* 


When  Dr.  Joseph  Waring  returned  to 
Charleston  in  1927  to  practice  pediatrics,  he 
would  have  defined  childhood  as  ending 
around  12  years  of  age.  In  fact,  it  was  com- 
mon throughout  the  United  States  at  that  time 
to  limit  pediatric  patients  to  those  12  and 
under  and  refer  the  “elderly”  13-year-old 
patients  to  an  internist  or  general  practitioner. 
The  inpatient  pediatric  ward  at  Roper  Hospi- 
tal, used  for  training  pediatric  residents,  was 
filled  with  “croup,  polio,  meningitis,  scarlet 
fever,  and  worms”1  and  did  not  admit  children 
older  than  12  as  recently  as  the  1950s.2  When 
Dr.  Waring  began  his  practice,  pediatrics 
itself  was  a new  area  of  specialization.  In 
1927,  Dr.  Waring  was  among  the  first  pedia- 
tricians in  South  Carolina,  along  with  Drs. 
William  Weston  and  Wythe  Rhett.3  Later  he 
joined  Drs.  Lesene  Smith,  Sr.  and  Richard 
Pollitzer  in  becoming  charter  members  in  the 
South  Carolina  chapter  of  the  American 
Academy  of  Pediatrics  in  1952,  the  era  when 
adolescent  medicine  began  to  become  estab- 
lished within  pediatrics. 

Adolescents  were  not  a focus  for  pediatri- 
cians until  the  1950s  for  two  reasons.  First, 
infectious  diseases  such  as  polio,  measles, 
and  mumps  were  common,  devastating  child- 
hood illnesses  requiring  the  full  attention  of 
pediatricians.  Secondly,  the  period  of  life 
called  “adolescence”  was  very  different. 
Before  World  War  II,  high  schools  in  South 
Carolina  ended  at  the  11th  grade  and  the 
graduating  16-year-old  patients  went  to  work 
and  married  at  an  earlier  age.  Today,  educa- 
tion may  not  be  completed  until  an  adolescent 
is  in  his  or  her  early  twenties,  marriages 
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occur  at  later  ages,  and  births  to  unmanned 
parents  have  greatly  increased. 

Pediatricians  began  to  focus  on  adolescents 
in  the  1940s  with  a symposia  on  adolescence 
offered  by  the  American  Academy  of  Pedi- 
atrics in  1941. 4 The  first  adolescent  unit  in  the 
United  States  was  opened  at  Children’s  Hos- 
pital in  Boston  in  1951  by  Dr.  Roswell  Gal- 
lagher.5 The  American  Academy  of  Pediatrics 
increased  its  education  on  adolescent  health 
care  by  sponsoring  a round  table  discussion  at 
the  1955  convention  in  Chicago  and  subse- 
quently a series  of  courses  for  pediatricians.6 
A professional  organization  specific  to  ado- 
lescent medicine,  the  Society  for  Adolescent 
Medicine,  was  established  in  1968  with  its 
goal  being  to  “improve  the  quality  of  health 
care  for  adolescents.”7 

The  reason  for  this  increasing  focus  on  ado- 
lescents was  the  recognition  of  what  has  been 
called  “the  new  morbidity.”  With  the  many 
advances  in  medical  care  since  the  1940s 
such  as  antibiotics  and  vaccinations,  adoles- 
cents were  no  longer  subject  to  the  infectious 
diseases  common  in  the  past.  In  the  1960s 
they  were  suffering  from  conditions  much 
more  difficult  for  pediatricians  to  address: 
substance  abuse,  depression  and  suicide, 
pregnancy,  and  sexually  transmitted  diseases. 
Pediatricians  had  no  training  in  the  diagnosis 
or  treatment  of  any  of  these  conditions.  In 
fact,  the  only  mention  of  a sexually  transmit- 
ted disease  was  in  the  1909  textbook  used  by 
Dr.  Waring  which  stated  that  children  could 
contract  gonorrhea  from  “sleeping  in  contam- 
inated sheets,”  an  assumption  now  known  to 
be  incorrect.8  Up  through  the  1960s  pediatri- 
cians concentrated  on  infants,  internists  con- 
centrated on  the  elderly,  and  neither  had  a 
specific  interest  in  adolescents.  This  gap  in 
medical  care  became  an  increasing  issue  as 
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the  conditions  in  the  “new  morbidity”  became 
more  common  among  adolescents.  Finally,  in 
1972  the  American  Academy  of  Pediatrics 
issued  a policy  statement  that  pediatricians 
should  continue  to  care  for  their  patients 
through  age  2 1 ,9 

Despite  the  fact  that  coverage  through  age 
21  was  encouraged,  pediatricians  felt 
untrained  to  care  for  these  patients.  This  lack 
of  training  was  demonstrated  by  the  Task 
Force  on  Pediatric  Education  survey  of  recent 
residency  graduates  in  1978  in  which  66  per- 
cent indicated  that  they  had  received  little  or 
no  training  in  adolescent  health,  the  highest 
deficiency  in  the  survey.10  This  report  resulted 
in  demands  for  changes  in  pediatric  residency 
education  to  include  adolescent  medicine 
training.  Gradually,  the  Residency  Review 
Commission  has  increased  the  minimum 
standard  until  now  two  months  of  adolescent 
medicine  training  by  a qualified  adolescent 
faculty  member  is  required  for  each  pediatric 
resident." 

Today,  physicians  caring  for  adolescents 
must  recognize  the  many  common  manifesta- 
tions of  this  “new  morbidity”  and  help  their 
patients  successfully  navigate  to  a healthy 
adulthood.  The  picture  of  adolescence  has 
changed  dramatically  since  Dr.  Waring 
opened  his  practice  (see  chart).  The  three 
leading  causes  of  death  for  adolescents  today 
are  motor  vehicle  accidents,  suicide,  and 
homicide.12  Homicide,  especially  in  urban 
African-American  boys,  has  rapidly  increased 
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in  frequency  in  the  last  decade.13  Substance 
abuse  has  again  had  an  increase  in  incidence. 
Marijuana  use  has  now  surpassed  the  epidem- 
ic of  the  1970s.14  Cigarette  smoking  continues 
to  increase  in  adolescents  at  a time  that  it  is 
decreasing  in  adults.15  During  the  last  50 
years,  adolescent  pregnancy  has  fluctuated 
with  the  overall  birthrate.  Despite  the  fact  that 
the  overall  birth  rate  to  adolescents  has  stabi- 
lized in  the  last  10  years,  what  continues  to 
increase  is  the  number  of  babies  born  to 
unmarried  mothers.16  In  South  Carolina,  the 
statistics  for  adolescent  health  are  near  the 
worst  in  the  nation,  ranking  46th  in  the  sum 
of  leading  child  health  indicators.17 

What  is  a physician  caring  for  adolescents 
in  the  1990s  to  do?  It  is  tempting  to  become 
overwhelmed  and  label  these  conditions  as 
social  problems,  not  amenable  to  medical 
intervention.  While  physicians  cannot  expect 
the  cure  of  a medical  model,  they  are  in  a 
unique  position  to  prevent  risk-taking  behav- 
iors in  their  patients  and  to  intervene  when 
there  is  a problem.  There  are  two  effective 
ways  in  which  physicians  can  care  for  their 
adolescents.  First,  physicians  caring  for  chil- 
dren have  a wonderful  opportunity  for  pre- 
ventive adolescent  medicine  when  they  sup- 
port the  family  and  encourage  good  parenting 
techniques.  A strong  healthy  family  structure 
is  the  one  factor  most  likely  to  help  an  ado- 
lescent avoid  risk-taking.  By  helping  a family 
through  the  stages  of  childhood,  a physician 
will  prevent  many  of  the  problems  of  adoles- 
cence. Secondly,  physicians  must  recognize 
the  adolescent  who  is  at  risk:  the  substance 
abuser,  the  depressed  adolescent,  or  the  ado- 
lescent who  is  sexually  active.  It  is  only  by 
looking  and  asking  that  physicians  will  iden- 
tify their  patients  that  need  help.  Not  every 
physician  will  be  able  to  counsel  patients 
with  such  problems,  but  identification  and 
referral  of  the  family  for  the  necessary  inter- 
vention must  be  the  role  of  the  primary 
provider.18 

The  world  and  medicine  have  changed 
since  1927  when  Dr.  Waring  arrived  to  prac- 
tice pediatrics  in  South  Carolina.  Health  must 
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now  be  defined  not  only  as  the  absence  of 
infectious  disease,  but  it  is  also  includes  men- 
tal health  and  disease  prevention.  Nowhere  is 
this  more  apparent  than  in  the  care  of  adoles- 
cents and  nowhere  does  this  prevention  have 
a longer  lasting  impact.  □ 
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Before  1922,  juvenile  diabetes  was  inevitably 
fatal  and  therapy  was  limited  to  a diet  which 
was  high  in  fats  and  low  in  carbohydrates  to 
keep  blood  sugar  levels  down.  Life  expectan- 
cy was  short  and  quality  of  life  was  miser- 
able. The  discovery  of  insulin  by  Banting  and 
Best  began  a new  era  in  diabetes  therapy. 
Three  to  four  daily  injections  of  insulin, 
extracted  from  beef  or  pork  pancreas,  allowed 
children  to  live  and  remain  healthy  for  years. 
However,  it  was  soon  recognized  that  these 
patients,  who  were  now  surviving  due  to 
insulin,  had  a high  incidence  of  renal,  cardiac 
and  neurologic  disease,  as  well  as  retinopathy 
associated  with  their  chronic  diabetic  condi- 
tion.1 The  stage  was  set  for  intensive  diabetes 
research  over  the  next  several  decades. 

With  the  development  of  newer  forms  of 
long-acting  insulin  and  home  urine  glucose 
testing,  the  goals  of  treatment  shifted  from 
simple  survival  toward  preservation  of  nor- 
mal child  development  and  improved  quality 
of  life.2  Even  these  tools  for  management 
were  primitive  by  today’s  standards,  and  the 
advent  of  rapid  home  blood  sugar  testing  in 
the  1970s  ushered  in  a new  era  in  diabetes 
care.  This  new  technology  fueled  debate 
between  physicians  advocating  disparate  lev- 
els of  blood  glucose  control  for  children. 
In  the  absence  of  conclusive  evidence  that 
glycemic  control  was  directly  related  to 
development  of  complications,  the  opinion  of 
many  was  that  the  considerable  effort 
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required  to  maintain  normal  blood  sugar  lev- 
els imposed  undue  hardship  upon  children 
and  their  families. 

In  the  early  1980s,  The  National  Institutes 
of  Health  began  a controlled,  multicenter, 
trial  to  clarify  the  relative  risks  and  benefits 
of  intensive  diabetes  management.  The  Dia- 
betes Control  and  Complications  Trial 
(DCCT)  was  conducted  in  29  medical  centers 
throughout  the  U.  S.,  including  the  Medical 
University  of  South  Carolina.  The  study  pop- 
ulation was  divided  into  two  groups:  standard 
and  intensive  therapy.  After  just  eight  years, 
profound  differences  in  long-term  outcomes 
were  evident  between  the  groups.  The  devel- 
opment of  retinopathy,  nephropathy,  and  neu- 
ropathy were  all  significantly  lower  in  the 
tightly  managed  group  (76  percent,  35  per- 
cent, 69  percent,  respectively).3  Furthermore, 
the  DCCT  showed  such  a strong  correlation 
between  hyperglycemia  and  complications 
that  any  improvement  in  blood  sugar  could  be 
expected  to  be  of  benefit. 

Armed  with  this  vital  information,  the  goal 
of  treatment  in  the  90s  should  continue  to 
address  improved  quality  of  life  while  achiev- 
ing blood  sugars  as  close  to  normal  as  possi- 
ble. Fortunately,  the  past  30  years  have  seen 
dramatic  improvements  in  diabetes  care  for 
children.  These  advances  in  diabetes  care 
have  occurred  simultaneously  in  several  dif- 
ferent areas:  improved  insulin  delivery,  devel- 
opments in  monitoring  of  diabetes  control, 
creative  dietary  intervention,  and  defining  the 
cause  and  possible  cure  of  diabetes. 

INSULIN  DELIVERY 

By  the  late  1950s,  insulin  was  available  in 
several  forms  with  either  short  (regular). 
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intermediate  (NPH/lente)  or  long  (ultralente) 
duration  of  action  (Table  1).  Initially,  these 
insulin  preparations  were  combined  to  allow 
a single  daily  injection,  but  eventually  the 
advantages  of  combined  injections  to  provoke 
peaks  in  insulin  action  with  each  meal 
became  clear.  Improvements  in  insulin  purity 
have  decreased  the  incidence  of  lipodystro- 
phy (an  unsightly  effect  on  subcutaneous  fat 
at  the  injection  site)  and  virtually  eliminated 
allergic  reactions.  Purified  pork  insulin  was 
developed  in  the  60s,  and  synthetic  human 
insulin  followed  in  the  mid  1980s.  The  recent 
introduction  of  lispro  insulin,  a genetically 
engineered  quick-acting  form  of  insulin,  has 
allowed  insulin  to  be  given  immediately  prior 
to  meals  without  the  usual  waiting  period  of 
20-40  minutes.4  In  modern  diabetes  care, 
these  forms  of  insulin  are  combined  in  vari- 
ous ways  to  suit  the  meal  pattern  of  the  indi- 
vidual patient. 

Perhaps  the  most  significant  development 


in  insulin  delivery,  the  insulin  pump,  has  been 
used  successfully  in  well-motivated  children 
and  adolescents.5  This  “open-loop’’  continu- 
ous insulin  delivery  system  provides 
improved  blood  glucose  control  and  a near 
normal  lifestyle  if  the  patient  is  knowledge- 
able and  willing  to  monitor  blood  glucose  fre- 
quently. The  miniaturization  of  the  pump 
(smaller  than  a deck  of  playing  cards),  com- 
bined with  the  new  rapid  acting  insulin,  has 
paved  the  way  for  a “closed-loop”  artificial 
pancreas,  currently  under  development. 

DIABETES  MONITORING 

The  ability  of  patients  and  parents  to  predict 
blood  glucose  levels  from  symptoms  alone  is 
poor.6  Prior  to  the  1970s,  blood  glucose  levels 
were  estimated  from  urine  testing  using  clin- 
itest  tablets.  This  test  was  cumbersome, 
inconvenient,  and  imprecise.  Insulin  dosage 
adjustment  was  awkward  based  on  these  tests 
which  could  only  reveal  if  the  blood  sugar 


TABLE  1 

TIME-COURSE  OF  HYPOGLYCEMIC  ACTIVITY  OF 
COMMERCIALLY  AVAILABLE  INSULIN  PRODUCTS 

Product 

Name/Source 

Onset(hr) 

Peak(hr) 

Duration(hr) 

short-acting 

regular 

/pork 

0.5-2 

3-4 

4-8 

/human 

0.5-1 

2-3 

4-6 

/lispro 

0. 2-0.5 

1.5-2 

2-4 

NPH 

/pork 

3-5 

6-12 

16-24 

intermediate- 

/human 

2-3 

5-8 

10-18 

acting 

lente 

/pork 

4-6 

8-14 

12-20 

/human 

3-4 

4-10 

16-24 

long-acting 

ultralente 

/pork 

3-4 

none 

24-36 

/human 

2-4 

8-24 

18-30 
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had  exceeded  the  renal  threshold  of  180-200 
mg/dl  since  the  last  void.  Urine  testing  was 
incapable  of  conveying  any  information 
about  low  glucose  levels.  Seizures  were  com- 
mon in  children  and  were  often  inappropriate- 
ly treated  with  anti-epileptic  drugs.  Conse- 
quently, many  physicians  recommended  hav- 
ing a small  amount  of  glucose  in  the  urine 
during  the  evening,  to  avoid  the  dangers  of 
hypoglycemia  in  children.7  This  practice 
ensured,  at  best,  a modest  degree  of  blood 
glucose  control. 

Perhaps  the  single  greatest  advancement  in 
the  area  of  diabetes  care  over  the  past  30 
years  has  been  the  development  of  simple, 
accurate  home  glucose  monitors.8  Frequent 
blood  glucose  monitoring  has  become  an 
essential  part  of  the  management  of  children 
with  diabetes.  Numerous  studies  have  demon- 
strated that  increasing  blood  glucose  monitor- 
ing to  four  or  more  times  per  day  will  lead  to 
decreased  occurrence  of  severe  hypoglycemia 
and  ketoacidosis,  as  well  as  late  complica- 
tions.9 Typical  monitoring  schedules  include 
testing  prior  to  each  meal  and  the  bedtime 
snack.  Early  morning  (2-3  AM)  blood  sugars 
are  important,  especially  when  the  nighttime 
insulin  dose  is  being  adjusted.  As  a conse- 
quence of  home  glucose  monitoring,  patients 
and  parents  are  taught  to  utilize  these  results 
to  modify  their  child’s  own  insulin  doses  to 
improve  diabetes  control.  Thus  management 
of  diabetes  has  shifted  from  the  physician  to 
the  patient  and  family  and  has  became  a team 
effort  involving  the  family,  physician,  nurse, 
and  dietitian. 

Office  assessment  of  glycemic  control  has 
been  greatly  aided  by  the  introduction  of  gly- 
cosylated hemoglobin  (HgbAlc)  measure- 
ments.10 Hemoglobin  is  glycosylated  at  a rate 
dependent  on  the  integrated  glucose  level 
over  a period  of  six  to  10  weeks.  In  nondia- 
betic children,  four  to  six  percent  of  the  total 
hemoglobin  is  HgbAlc.  With  standard  treat- 
ment, pediatric  patients  should  be  able  to 
achieve  levels  of  eight  to  10  percent,  but 
practitioners  strive  for  levels  below  seven 
percent  in  suitable  patients.  The  recent  intro- 


duction of  accurate,  tabletop  HgbAlc 
machines  and  home  glucose  monitors  capable 
of  storing  hundreds  of  readings  to  be  down- 
loaded to  the  physicians’  computers,  has 
increased  the  efficiency  of  diabetes  office 
practice  and  improved  the  standard  of  care 
considerably. 

DIETARY  MANAGEMENT 

Nutritional  recommendations  for  diabetes 
have  evolved  considerably  over  the  decades. 
Early  diets  consisted  of  modest  amounts  of 
carbohydrate  balanced  by  increased  fats  to 
provide  adequate  calories.  The  wisdom  of 
this  approach  was  questioned  in  the  1980s 
when  the  association  between  dietary  fats  and 
heart  disease  became  clear.  With  improve- 
ments in  insulin  delivery,  guidelines  for  car- 
bohydrate intake  have  become  more  liberal." 
Even  simple  sugars  (e.g.;  fructose  and 
sucrose)  are  incorporated  into  modern  dia- 
betes diets,  as  studies  have  shown  modest 
amounts  to  be  well  tolerated  by  diabetic  chil- 
dren.12 

Carbohydrate  counting  is  the  nutritional 
approach  currently  “in  vogue.’’  In  this 
scheme,  the  patient  calculates  the  amount  of 
carbohydrate  in  a given  meal  and  using  an 
easy  formula,  decides  on  the  appropriate 
quantity  of  insulin  for  that  meal.  This  simple 
methodology  allows  considerable  flexibility 
in  the  quantity  and  type  of  foods  chosen. 
When  combined  with  multiple  daily  doses  of 
rapid  acting  insulin  (human  regular  or  lispro), 
dietary  choices  can  be  made  immediately 
prior  to  meals. 

ETIOLOGY  AND  “CURE”  OF  IDDM 

Until  the  1970s,  juvenile  diabetes  was 
attributed  to  various  environmental  toxins  or 
infectious  agents.  More  recently,  type  I dia- 
betes mellitus  has  been  demonstrated  to  arise 
in  genetically  predisposed  individuals  as  a 
consequence  of  immune  mediated  destruction 
of  the  insulin  secreting  pancreatic  islet  cells.13 
The  onset  of  clinical  symptoms  of  diabetes 
represents  the  end  point  of  a chronic  progres- 
sive decline  in  (3-cell  function.  Since  IDDM 
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TABLE  2 

TREATMENT  GOALS  FOR  CHILDREN  WITH  TYPE  I DIABETES  MELLITUS 

Age  (years) 

Target  glucose 
(range) 

Target  glucose 
(mean) 

Target  HgbAlc 

1-6 

90-200  mg/dl 

1 80  mg/dl 

8. 0-9.0% 

6-12 

80-180  mg/dl 

150  mg/dl 

7. 0-8.0% 

>12 

70-150  mg/dl 

130  mg/dl 

<7.0% 

develops  insidiously  months  to  years  after  the 
induction  of  the  pathogenic  immune-mediat- 
ed  destructive  process,  it  can  be  predicted 
using  immunologic  markers  and  tests  of 
insulin  secretion.  A randomized,  multicenter 
trial  (the  Diabetes  Prevention  Trial  or  DPT-1) 
is  being  conducted  to  test  whether  interven- 
tion during  the  prodromal  period  of  the  dis- 
ease can  delay  its  clinical  onset. 

In  light  of  the  pathophysiology  of  IDDM, 
the  most  promising  hope  for  a cure  might  be 
expected  to  come  from  the  area  of  tissue 
transplantation.  Currently,  the  side  effects  of 
immunosuppressive  medications  dictate  that 
pancreatic  transplants  be  reserved  for  patients 
requiring  concurrent  renal  transplantation. 
The  development  of  new  immunosuppressive 
drugs  with  fewer  side  effects  might  change 
this.  Several  laboratories  are  working  to 
encapsulate  islet  cells  in  a membrane  which 
is  impermeable  to  antibodies  and  inflammato- 
ry cells,  but  which  allows  insulin  and  glucose 
to  pass  freely  through.14  Thus  far,  the  frail 
nature  of  islet  cells  has  not  permitted  a lasting 
“cure”  in  these  trials. 

NIDDM  IN  CHILDREN 

The  incidence  of  non-insulin-dependent  dia- 
betes in  children  has  increased  dramatically 
over  the  past  15  years.15  In  addition,  an  atypi- 
cal form  of  juvenile  diabetes  with  persistent 
C-peptide  production  and  negative  islet  cell 
antibodies  has  been  reported  in  African- 
Americans  from  the  southeastern  United 
States.16  This  atypical  form  of  diabetes  melli- 


tus  initially  presents  with  signs  of  insulin 
deficiency  (e.g.,  ketoacidosis),  but  evolves 
into  a form  of  NIDDM.  The  combined  preva- 
lence of  NIDDM  in  South  Carolina  appears 
to  be  similar  to  that  of  classical  IDDM  in  the 
pediatric  African-American  population.17 
Early  therapy  with  metformin  and/or  troglita- 
zone  may  mitigate  the  insulin  resistant  state 
and  allow  such  individuals  to  avoid  insulin 
therapy.  As  many  of  these  individuals  are  not 
easily  differentiated  from  patients  with  type  I 
diabetes,  comprehensive  islet  cell  antibody 
testing,  and  serial  evaluation  of  C-peptide 
production  may  help  to  identify  patients  with 
the  potential  for  treatment  with  “insulin-sen- 
sitizing” agents. 

CURRENT  TREATMENT  GOALS 

In  the  face  of  such  profound  technology, 
practitioners  must  consider  the  most  appro- 
priate application  of  these  tools  to  improve 
the  quality  of  life  for  each  individual  patient. 
In  particular,  caution  should  be  maintained 
when  extrapolating  the  findings  of  the  DCCT 
to  very  young  children.  Several  studies  have 
suggested  that  frequent  hypoglycemic  reac- 
tions in  children  under  six  to  seven  years  of 
age  may  lead  to  intellectual  difficulties  later 
in  life.1819  Furthermore,  there  is  only  limited 
evidence  that  tight  glycemic  control  in  prepu- 
bertal children  effectively  prevents  microvas- 
cular  complications.20  21  Consequently,  the 
goals  of  treatment  in  children  are  somewhat 
different  from  that  of  adolescents  and  adults. 
The  target  range  for  preprandial  sugars  is 
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somewhat  age  dependent,  allowing  for  opti- 
mal control  while  maintaining  a margin  of 
safety  against  hypoglycemia.  Typical  “target 
ranges”  for  preprandial  blood  glucose  are 
seen  in  Table  2. 

These  goals  are  difficult  to  achieve,  even 
with  two  or  more  daily  injections  of  a mixture 
of  short-  and  intermediate/long-acting  insulin. 
Frequent  home  glucose  monitoring  and  regu- 
lation of  insulin  dosages  by  the  patient  or  par- 
ent under  the  supervision  of  trained  medical 
professionals  has  helped  to  make  these  goals 
a reality  for  thousands  of  children  nation- 
wide. □ 
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Over  the  last  three  decades,  technological 
advances,  particularly  the  application  of  com- 
puters and  digital  image  processing,  have  rev- 
olutionized the  imaging  of  infants  and  chil- 
dren. Although  plain  film  radiography  and 
fluoroscopy  remain  the  cornerstones  of  pedi- 
atric diagnostic  imaging,  the  development  of 
non-invasive,  cross-sectional  (slice-like) 
imaging  modalities,  ultrasound  in  the  1960s, 
computed  tomography  in  the  1970s,  and  mag- 
netic resonance  imaging  in  the  1980s  have 
afforded  radiologists  the  ability  to  assess  the 
child’s  anatomy  and  pathology  with  previous- 
ly unimaginable  detail.  Applications  of  digital 
image  processing  are  not  only  limited  to 
cross-sectional  imaging  modalities,  but  also 
enhance  the  utility  of  plain  radiography  and 
fluoroscopy  while  substantially  decreasing 
the  radiation  exposure  to  the  patient.  As  a 
result  of  these  many  advancements,  pediatric 
radiology  plays  an  integral  role  in  the  diagno- 
sis and  management  of  childhood  disease  in 
the  1990s. 

CONVENTIONAL  RADIOGRAPHY 

Despite  the  development  of  numerous  new 
imaging  modalities  and  techniques  in  the  past 
30  years,  “for  the  majority  of  acute  pediatric 
illnesses,  conventional  radiographic  tech- 
niques efficiently  and  expeditiously  produce 
an  accurate  diagnosis.”1  Additional  imaging 
is  used  to  clarify  the  plain  film  findings,  char- 
acterize the  lesion(s)  further,  and  define  the 
extent  of  disease  prior  to  treatment.  It  is  the 
plain  film  findings,  however,  which  dictate 
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the  subsequent  imaging  workup. 

Digital  image  processing  has  been  applied 
to  the  formation  of  conventional  radiographs 
so  that  the  image  may  be  altered  over  a range 
of  density  and  contrast  to  obtain  optimal 
information.  Due  to  the  wide  latitude  of  digi- 
tal radiography  systems,  there  is  also  a 
greater  margin  for  error,  thereby,  reducing  the 
number  of  repeat  exposures  and  the  overall 
radiation  exposure  to  the  child.  Digital 
images  can  be  transmitted  electronically  to 
remote  sites  such  as  clinics  or  intensive  care 
units.  Thus  teleradiology  affords  nearly 
immediate  access  to  radiographic  images  and 
facilitates  more  rapid  and  effective  initiation 
of  treatment. 

FLUOROSCOPY 

Since  the  time  of  Dr.  Waring’s  practice,  fluo- 
roscopy has  undergone  numerous  advances. 
At  that  time,  a gastrointestinal  study  was  a 
terrifying  experience  for  a child  because  it 
was  performed  in  near  total  darkness  as  the 
radiologist’s  eyes  strained  to  see  anatomic 
detail.2  With  the  newer  image  intensifiers  and 
TV  screens,  the  radiologist  no  longer  needs  to 
dark  adapt.  Furthermore,  with  the  aid  of 
video  and  digital  technology,  fluoroscopy  can 
be  recorded  on  video  tape  or  digitally  stored 
as  spot  images.  Images  of  consistently  high 
quality  are  immediately  available  for  review, 
decreasing  the  length  of  examination  time 
and  radiation  exposure  to  the  child  and  radi- 
ologist.1 

Fluoroscopic  studies  utilize  contrast  agents 
to  provide  a dynamic  evaluation  of  the  gas- 
trointestinal and  genitourinary  tracts.  Barium 
remains  the  primary  gastrointestinal  contrast 
agent.  Alternative  isotonic  water-soluble 
agents  may  be  used  when  perforation  is  sus- 
pected because,  unlike  barium,  they  will 
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gradually  be  reabsorbed  by  the  body.  Intra- 
venous contrast  agents  are  continuously  being 
refined  to  reduce  the  risk  of  adverse  contrast 
reactions.  Although  the  risk  of  anaphylactic 
reaction  has  not  significantly  changed,  the 
latest  generation  of  contrast  agents  is  nearly 
isosmolar  to  blood  and  promises  to  reduce 
some  of  the  unpleasant  side  effects  often 
associated  with  intravenous  administration. 

CROSS-SECTIONAL  IMAGING 
Ultrasound  (US)  has  evolved  from  the  sim- 
ple characterization  of  masses  as  solid  or  cys- 
tic to  a powerful  technique  applicable  to  vir- 
tually every  organ  system.  In  addition  to  its 
advantages  of  accessibility,  relative  low  cost, 
portability,  and  multiplanar  imaging  capabili- 
ties, US  is  particularly  effective  in  infants  and 
children  because  it  does  not  utilize  ionizing 
radiation,  requires  little  or  minimal  patient 
preparation,  is  non-threatening  and  non-inva- 
sive  and  therefore  rarely,  if  ever,  requires 
sedation.  Furthermore,  the  relative  lack  of 
body  fat  in  children  improves  visualization  of 
intraabdominal  and  retroperitoneal  structures. 
Doppler  ultrasound,  a recent  innovation, 
enables  the  sonographer  to  assess  the  pres- 
ence and  direction  of  vascular  flow  without 
injection  of  contrast  materials.  It  is  not  sur- 
prising that  this  modality  has  supplanted  the 
more  traditional  and  invasive  fluoroscopic 
and  contrast  studies  for  many  common  pedi- 
atric problems. 

Computed  tomography  (CT),  although 
the  modality  of  choice  in  a number  of  clinical 
situations,  is  not  as  widely  used  in  the  prac- 
tice of  pediatric  radiology  as  is  US.  CT 
employs  primarily  axial  imaging  of  anatomic 
structures  deep  within  the  body  and,  as  a 
result  of  improved  contrast  resolution,  per- 
mits differentiation  of  tissues  over  a broad 
range  of  densities.  CT,  however,  is  relatively 
expensive,  non-portable,  and  utilizes  ionizing 
radiation.  The  lack  of  fat  in  children  limits 
the  inherent  contrast  of  tissues,  thereby,  hin- 
dering the  CT  examination.  To  enhance  natu- 
ral contrast  within  the  body,  we  utilize 
intravascular  and  gastrointestinal  contrast 


agents  routinely  in  the  pediatric  patient.  Seda- 
tion is  frequently  required  as  the  CT  images 
are  degraded  by  motion.  The  recent  develop- 
ment of  spiral  CT,  in  which  the  patient  passes 
through  a continuously  rotating  gantry,  will 
decrease  scan  time  and  in  many  cases  obviate 
the  need  for  conscious  sedation.  CT’s  ability 
to  reconstruct  images  in  alternate  planes  and 
create  three-dimensional  reformations  are 
particularly  useful  in  orthopedic  problems. 
For  the  evaluation  of  blunt  pediatric  trauma 
and  tumor  staging,  CT  is  the  unquestioned 
imaging  modality  of  choice. 

Magnetic  resonance  imaging  (MRI),  in 
some  respects,  offers  the  best  aspects  of  US 
and  CT,  providing  images  of  high  contrast  and 
spatial  resolution  without  the  risks  of  ionizing 
radiation.  Like  US,  it  has  the  advantage  of 
multiplanar  capability  but,  due  to  long  imag- 
ing sequences,  is  highly  susceptible  to  motion 
artifact  and  almost  universally  requires  seda- 
tion in  infants  and  young  children.  Like  CT, 
MRI  is  more  expensive  and  less  readily  acces- 
sible to  the  extremely  ill  child  than  US  as  it  is 
not  available  for  portable  use.  To  date  in  pedi- 
atric diagnosis,  MRI  has  had  its  greatest 
impact  in  the  fields  of  neuroimaging  and  mus- 
culoskeletal imaging. 

NUCLEAR  MEDICINE 

The  use  of  nuclear  scintigraphy  in  children 
has  gained  more  widespread  acceptance,  and 
there  has  been  a shift  from  simple  anatomic 
imaging  to  physiologic  or  functional  imaging 
in  recent  years.3  Evaluation  of  the  genitouri- 
nary tract  represents  the  most  common  type 
of  pediatric  nuclear  medicine  imaging.  For 
anatomic  evaluation  of  the  patient  with  possi- 
ble scarring  or  pyelonephritis  secondary  to 
urinary  tract  infections,  cortical  renal  imaging 
with  Technetium-99m  dimercaptosuccinic 
acid  (DMSA)  is  increasingly  used.  Quantifi- 
cation of  renal  function  can  be  obtained  with 
the  combination  of  technetium  labeled 
diethylenetriaminepenta-acetate  (DTPA)  for 
glomerular  filtration  and  1-123  labeled 
orthoiodohippurate  or  with  a new  technetium- 
labeled  agent,  mertiatide  (MAG-3),  for  tubu- 
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lar  function.  The  addition  of  pharmacologic 
manipulations  such  as  the  administration  of 
lasix  or  captopril  has  increased  the  sensitivity 
of  identifying  obstruction  and  renovascular 
hypertension  with  nuclear  imaging  in  the 
pediatric  age  group.  Direct  nuclear  cystogra- 
phy in  many  centers  has  become  the  proce- 
dure of  choice  in  the  follow-up  of  vesi- 
coureteral reflux  because  of  its  high  sensitivi- 
ty and  low  radiation  dose.  Bone  scanning  is 
also  commonly  performed  in  the  evaluation 
of  metastatic  disease  and  child  abuse.  Less 
common,  although  diagnostically  important 
nuclear  imaging  techniques  will  be  discussed 
in  the  subsequent  text. 

THORAX 

Plain  radiography  remains  the  mainstay  of 
pediatric  pulmonary  diagnosis.4  In  most 
instances,  a chest  radiograph  is  the  first  and 
final  diagnostic  procedure  needed.  Fluo- 
roscopy may  provide  additional  information 
about  the  dynamics  of  the  airway  in  a patient 
with  stridor  or  possible  check-valve  obstruc- 
tion. or  assess  diaphragmatic  movement  in 
suspected  phrenic  nerve  injury. 

In  the  child  with  cyanosis  or  a murmur, 
echocardiography  provides  a thorough  yet 
non-invasive  evaluation  of  the  heart  and  great 
vessels.  Not  only  is  the  anatomy  now  readily 
mapped,  but  color  doppler  permits  determina- 
tion of  direction  of  vascular  flow.  Thus, 
duplex  sonography  has  virtually  replaced 
angiography  in  all  but  a few  instances  when 
pressure  monitoring  and  possible  balloon 
dilatation  are  needed.  Similarly,  fetal  echocar- 
diography has  evolved  beyond  simple  identi- 
fication of  a heart  beat  to  the  complete  evalu- 
ation of  cardiac  anatomy,  rhythm,  and  blood 
flow  in  utero5  and  as  a result  often  guides  the 
post-natal  management. 

Beyond  echocardiography,  the  utility  of  US 
in  the  thorax  is  limited  to  the  pleural  space, 
thymus,  diaphragm,  and  vasculature.4 
Sonography  can  determine  the  presence, 
quantity,  and  quality  of  pleural  fluid  and  help 
direct  the  clinician  to  a successful  thoracente- 
sis. In  those  patients  unable  to  get  to  the  fluo- 


roscopy suite,  diaphragmatic  excursion  may 
be  reliably  evaluated  sonographically  at  the 
bedside.  Doppler  US  affords  evaluation  of 
central  venous  catheters,  the  patency  of  vas- 
culature. and/or  thrombus  formation. 

The  primary  indications  for  CT  of  the  pedi- 
atric thorax  include  the  assessment  of 
intrathoracic  masses,  the  staging  of  extratho- 
racic  malignancies,  and  further  definition  of 
complex  and/or  chronic  pleuroparenchymal 
disease.  The  trachea  and  major  bronchi  are 
evaluated  particularly  well  by  CT.  In  fact, 
thin  section  CT  has  completely  replaced 
bronchography  in  the  assessment  of 
bronchiectasis. 

MRI  with  respiratory  gating  is  of  great 
value  in  the  evaluation  of  posterior  mediasti- 
nal masses.  In  conjunction  with  echocardiog- 
raphy, MRI  has  made  conventional  angiogra- 
phy obsolete  in  many  types  of  congenital 
heart  disease  and  anomalies  of  the  great  ves- 
sels. 

Radionuclide  imaging  has  limited  applica- 
tion to  the  pediatric  thorax.  Ventilation-perfu- 
sion scanning  may  be  used  in  the  rare  case  of 
pediatric  pulmonary  embolus,  gallium  scan- 
ning in  the  evaluation  of  inflammatory  or 
neoplastic  disease,  and  gated  cardiac  blood 
pool  imaging  in  the  evaluation  of  cardiac 
function. 

ABDOMEN 

Ultrasound  has  become  the  screening  modali- 
ty of  choice  in  the  infant  or  child  with  sus- 
pected abdominal  pathology.24-6  Sonography 
has  completely  replaced  the  upper  gastroin- 
testinal series  in  the  diagnosis  of  hypertrophic 
pyloric  stenosis.  With  US,  the  thickened  and 
elongated  pylorus  can  be  identified  without 
the  use  of  oral  contrast  or  radiation. 

Appendicitis  is  one  of  the  most  common 
acute  abdominal  emergencies  in  childhood. 
The  clinical  presentation  is  often  atypical  in 
the  infant  and  young  child  and  therefore  a 
variety  of  imaging  techniques  have  been  uti- 
lized to  diagnose  appendicitis.  Recently, 
graded  compression  US  of  the  right  lower 
quadrant  has  been  successfully  applied  to 
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appendicitis  in  the  pediatric  population.  In  the 
absence  of  appendicitis,  US  can  exclude  other 
etiologies  of  right  lower  quadrant  symptoms 
including  inflammatory  bowel  disease,  ovari- 
an pathology,  or  pelvic  inflammatory  disease. 
Furthermore,  in  complicated  appendicitis,  CT 
or  US  may  define  the  extent  of  disease  and 
guide  percutaneous  drainage  of  abscesses. 

The  radiologic  evaluation  and  treatment  of 
a child  with  suspected  intussusception  are  in 
a state  of  evolution.  After  preliminary  radio- 
graphic  examination  of  the  abdomen,  US  may 
be  used  to  identify  the  intussusception  and 
when  present  the  causative  lead  point.  The 
choice  of  contrast  agent  for  non-surgical 
reduction  of  an  intussusception  remains  con- 
troversial.7-8 Air,  barium,  and  water-soluble 
agents  have  been  used  successfully  under  flu- 
oroscopic guidance.  Over  the  last  10  years, 
air  has  become  increasingly  popular  because 
it  has  been  shown  to  be  quicker,  safer,  and 
more  effective  than  hydrostatic  reduction.7 
Although  we  have  had  little  experience  with 
the  method  in  the  United  States,  US  guidance 
of  hydrostatic  reduction  of  intussusception 
has  been  successfully  performed  in  the  Far 
East. 

Ultrasound  is  the  modality  of  choice  for 
the  initial  assessment  of  the  child  with  jaun- 
dice. In  the  neonate  with  jaundice,  sonogra- 
phy in  combination  with  radionuclide  hepato- 
biliary imaging  with  technetium-labeled  Disi- 
da  can  help  differentiate  neonatal  hepatitis 
from  biliary  atresia.  In  the  older  child,  sonog- 
raphy may  elucidate  an  underlying  congenital 
etiology  such  as  choledochal  cyst  or  an 
acquired  cause  like  cholelithiasis.  In  those 
patients  with  hepatic  disease  and  potential 
portal  hypertension,  doppler  US  accurately 
defines  the  direction  of  portal  vein  flow  and 
the  presence  of  varices,  and  in  most 
instances,  has  replaced  angiography  in  this 
setting. 

In  the  child  with  organomegaly  or  suspect- 
ed abdominal  mass,  again  US  is  the  first  diag- 
nostic procedure.  With  it,  the  organ  of  origin, 
nature  of  the  mass  (solid,  cystic,  or  complex), 
and  relative  vascularity  can  be  determined.  If 


necessary,  CT  is  then  used  to  stage  the  lesion. 
Rarely  is  MRI  applied  to  the  pediatric 
abdomen,  except  for  those  cases  in  which 
there  is  suspected  intraspinal  extent  as  occurs 
in  neuroblastoma. 

In  the  genitourinary  system.  US  has  sup- 
planted the  intravenous  pyelogram,  once  the 
“gold  standard'’  for  imaging  urinary  tract 
abnormalities.6  Fetal  sonography,  in  itself  a 
rapidly  evolving  field,  is  detecting  a tremen- 
dous number  of  genitourinary  anomalies 
which  require  neonatal  evaluation.5  In  those 
children  as  well  as  others  at  risk  because  of 
associated  congenital  anomalies  (i.e.  cardiac, 
vertebral,  esophageal  atresia),  a screening 
renal  US  is  recommended  during  the  first 
week  of  life.  US  reliably  detects  the  location 
and  degree  of  dilation  of  the  renal  collecting 
system  after  the  first  48  hours  of  life.  Nuclear 
renal  scintigraphy,  usually  with  Tc  99m 
DTPA  or  MAG-3,  may  be  used  to  assess 
function  of  the  residual  cortex.  In  those 
patients  with  sonographic  evidence  of  ureter- 
al dilation,  pyelography  (IVP)  and  voiding 
cystourethrography  (VCUG)  are  used  to  dif- 
ferentiate distal  obstruction  from  vesi- 
coureteral reflux. 

In  the  older  child,  urinary  tract  infection  is 
the  most  common  indication  for  imaging 
evaluation.6  An  initial  VCUG  is  performed  to 
determine  the  presence  and  grade  of  vesi- 
coureteric  reflux  while  US  is  used  to  screen 
for  predisposing  anomaly,  such  as  urinary 
tract  duplication,  and  for  the  presence  of 
moderate  to  severe  scarring.  Although  sonog- 
raphy’s failure  to  detect  one  or  two  scars  is 
not  thought  to  alter  treatment,6  radionuclide 
imaging  with  DMSA,  an  agent  with  affinity 
for  renal  cortex,  is  more  sensitive  to  minimal 
scarring  and  pyelonephritis  than  is  US. 

Evaluation  of  the  child  with  scrotal  pain  or 
mass  almost  invariably  involves  sonography 
in  the  1990s.  In  the  case  of  pain,  the  most 
important  diagnosis  to  identify  or  exclude  is 
torsion.  Rapid,  accurate  diagnosis  is  essential 
because  80-100  percent  of  torsed  testes  are 
salvageable  if  surgically  reduced  within  six 
hours  of  the  onset  of  symptoms.  The  absence 
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of  testicular  perfusion  on  doppler  sonography 
readily  differentiates  testicular  torsion  from 
other  extratesticular  etiologies  such  as  epi- 
didymitis or  torsed  testicular  appendages. 
Although  nuclear  scintigraphy  with  Tc  99m 
labeled  RBCs  has  a similar  sensitivity  to 
sonography,  it  can  be  technically  difficult  to 
perform  in  young  children.  In  the  case  of  a 
scrotal  mass,  sonography  can  differentiate  the 
more  common  causes,  hydrocele  or  hernia, 
from  the  more  unusual  testicular  tumor  or 
hematoma. 

MUSCULOSKELETAL 

As  in  imaging  of  the  thorax,  plain  film  radio- 
graphy is  the  most  important  modality  for 
musculoskeletal  imaging.  More  so  than  in  the 
chest,  however,  cross  sectional  imaging  and 
nuclear  scintigraphy  have  impacted  the  evalu- 
ation of  pediatric  musculoskeletal  disease.9 

US  has  gained  wide  acceptance  in  the  eval- 
uation of  infants  with  suspected  developmen- 
tal hip  dysplasia.10  US  has  the  distinct  advan- 
tages over  conventional  radiography  of  being 
able  to  image  the  cartilaginous  femoral  head 
and  acetabulum  and  their  relationship  to  one 
another  in  three  dimensions  without  exposure 
to  radiation.  By  incorporating  stress  maneu- 
vers used  in  the  clinical  setting  into  the  sono- 
graphic examination,  a dynamic  assessment 
of  hip  stability,  the  presence  and  degree  of 
subluxation  or  dislocation,  is  readily  deter- 
mined and  easily  followed  with  US. 

In  addition  to  the  assessment  of  the  infant 
hip,  sonography  plays  a valuable  role  in  the 
examination  of  the  hip  for  effusion  at  any 
age.  Additionally,  sonography  may  serve  as  a 
guide  to  arthrocentesis.  Less  common  muscu- 
loskeletal applications  include  the  detection 
and  localization  of  non-radiopaque  foreign 
bodies,  and  on  occasion,  the  initial  assess- 
ment of  soft  tissue  masses. 

CT  is  the  modality  of  choice  for  evaluating 
femoral  neck  anteversion  and  demonstrating 
the  extent  of  osseous  congenital  coalitions. 
The  recent  developments  of  reformations  in 
alternate  planes  and  three  dimensional  recon- 
structions maximize  the  preoperative  infor- 


mation in  cases  of  complex  anomalies  and 
fractures  involving  the  face  and  pelvis.  Percu- 
taneous biopsy  of  some  bony  lesions  under 
CT  guidance  is  also  well-established. 

MRI.  by  virtue  of  its  ability  to  image  bone 
marrow,  cartilage,  and  soft  tissues  in  multiple 
planes,  has  dramatically  enhanced  imaging  of 
the  pediatric  musculoskeletal  system.9  In  the 
setting  of  trauma,  MRI  demonstrates  the 
extent  of  injury  to  both  bone  and  soft  tissues 
including  ligaments,  tendons,  and  cartilage.  It 
has  proven  to  be  particularly  effective  in  the 
early  diagnosis  of  physeal  injuries  which,  if 
unrecognized,  may  develop  premature  fusion 
or  asymmetric  growth  disturbances.  Prior  to 
the  development  of  MRI,  physeal  injury  was 
frequently  only  recognized  by  the  sequelae  of 
growth  arrest  on  plain  film. 

Similarly,  MRI  has  become  extremely  help- 
ful in  the  management  of  idiopathic  avascular 
necrosis,  Legg-Perthes’  disease.  Convention- 
al radiography  is  of  limited  use  in  the  early 
stages  of  the  disease  as  it  only  demonstrates 
the  effects  of  bony  repair.  Although  radionu- 
clide bone  scan  is  the  imaging  modality  of 
choice  for  the  initial  diagnosis,  it  does  not 
provide  information  about  the  anatomic 
extent  of  disease.  Not  only  does  MRI  demon- 
strate the  presence  and  extent  of  bone  marrow 
involvement  with  avascular  necrosis,  it  can 
define  changes  in  the  surrounding  cartilage, 
synovium,  and  labrum  which  might  affect 
therapeutic  options. 

Conventional  radiography  remains  the  sin- 
gle most  valuable  imaging  tool  in  the  diagno- 
sis of  bone  tumors.  Without  question,  MRI 
provides  the  best  means  of  determining  the 
intra-osseous  and  extra-osseous  extent  of  the 
lesion.  This  information  is  crucial  to  the 
presurgical  evaluation  and  formation  of  treat- 
ment plan.  In  those  patients  treated  with 
chemotherapy  or  radiation,  MRI  is  also  used 
to  assess  tumor  response  to  and  potential 
complications  of  therapy.  In  the  case  of  soft 
tissue  masses  like  skeletal  tumors,  MRI  lacks 
specificity  for  histologic  diagnosis  except  in 
the  case  of  a few  lesions  which  have  charac- 
teristic imaging  features. 
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As  in  the  past,  current  applications  of 
nuclear  scintigraphy  to  pediatric  muscu- 
loskeletal disease  primarily  involve  bone  and 
inflammation  agents.3-9  The  recent  develop- 
ment of  SPECT,  single-photon  emission  com- 
puted tomography,  has  improved  anatomic 
resolution  and  afforded  the  detection  of  focal 
disease  previously  unobtainable  with  conven- 
tional scintigraphy  or  radiography.  With 
SPECT,  images  may  be  displayed  in  multiple 
planes  and  in  three-dimensional  reconstruc- 
tions. The  application  of  SPECT  to  bone 
imaging  has  been  particularly  useful  in  the 
detection  of  avascular  necrosis  of  the  hips 
and  pars  interarticularis  defects  in  pediatric 
patients  with  hip  and  low  back  pain,  respec- 
tively. In  addition  to  its  traditional  use  as  a 
screen  for  multifocal  disease  and  child  abuse, 
bone  scintigraphy  is  now  utilized  in  the 
detection  of  occult  fractures  in  young  chil- 
dren with  unexplained  pain  and  normal  con- 
ventional radiographs. 

The  recent  development  of  radiolabeled 
leukocyte  scanning  has  improved  the  detec- 
tion of  acute  musculoskeletal  inflammation. 
In  conjunction  with  the  triple  phase  bone 
scan,  it  may  be  used  to  distinguish  cellulitis 
from  osteomyelitis.  Undoubtedly,  new 
advances  in  scintigraphic  equipment  and 
radiopharmaceuticals  will  continue  to  impact 
musculoskeletal  imaging  in  children. 

NEUROIMAGING 

The  field  of  neuroimaging  has  literally 
exploded  with  the  advent  of  cross-sectional 
imaging."  Evaluation  of  the  brain  prior  to  that 
time  was  limited  to  the  imaging  of  its  effect 
on  the  adjacent  skull.  To  maximize  informa- 
tion obtained  from  the  plain  film  about  the 
spinal  canal  and  ventricular  system,  air  and 
contrast  agents  were  injected  into  the  cere- 
brospinal fluid.  Today,  with  US  we  can  readi- 
ly image  the  neonatal  brain  through  a patent 
fontanelle  and  spine  through  unossified  pos- 
terior elements.  CT  and  MRI  have  rendered 
myelography  and  pneumoencephalography 
obsolete  in  the  pediatric  patient.  With  the 
exception  of  skeletal  surveys  for  child  abuse 


and  bone  dysplasias,  even  plain  skull  radio- 
graphs are  rarely  obtained  today. 

Neurosonography  plays  a vital  role  in  the 
evaluation  and  management  of  the  neonate. 
In  contrast  to  CT  or  MRI,  the  US  machine 
can  be  easily  moved  to  the  bedside  of  the  pre- 
mature and  often  unstable  newborn  in  the 
neonatal  intensive  care  unit.  Cranial  sonogra- 
phy is  routinely  used  to  screen  for  and  follow 
intracranial  hemorrhage  in  high-risk  prema- 
ture infants.  Other  common  indications  for 
head  US  include  a drop  in  hematocrit,  abnor- 
mal head  circumference,  seizures,  congenital 
anomalies,  and  an  abnormal  prenatal  US.  In 
those  patients  suspected  of  intrauterine 
TORCH  infection  with  a negative  cranial  US, 
CT  is  often  used  as  it  is  more  sensitive  to  the 
presence  of  calcification,  the  hallmark  of 
TORCH  infections.  When  congenital  anoma- 
lies are  detected  on  sonography,  MRI  is  used 
to  delineate  the  anatomy  further.  It  is  particu- 
larly helpful  in  the  identification  of  congeni- 
tal heterotopias  which  cannot  be  seen  with 
US. 

The  most  common  indication  for  spinal 
sonography  is  the  presence  of  a sacral  dimple. 
Other  cutaneous  stigmata  such  as  skin  tags, 
hemangiomas,  or  tufts  of  hair  raise  the  possi- 
bility of  an  occult  tethered  cord  and  are  also 
initially  investigated  with  US.  Spinal  MRI  is 
reserved  for  those  patients  with  sonographic 
evidence  of  a low-lying  cord  or  other  abnor- 
malities within  the  spinal  canal,  or  in  those 
patients  greater  than  six  months  of  age  when 
ossification  of  the  posterior  elements  has 
closed  the  sonographic  window  to  the  spinal 
canal. 

CT  remains  the  imaging  modality  of  choice 
in  cases  of  acute  pediatric  head  trauma 
because  it  is  exquisitely  sensitive  to  acute 
blood,  particularly  that  in  the  subarachnoid 
space.  In  the  subacute  or  chronic  phase  of 
hemorrhage,  MRI  is  the  imaging  modality  of 
choice  as  it  can  provide  additional  informa- 
tion about  the  age,  underlying  cause,  and 
shearing  injuries  associated  with  the  bleed. 
Again  computer  aided  reconstructions  in 
alternate  planes  and  three  dimensional  refor- 
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mations  of  bony  abnormalities  are  particular- 
ly advantageous  aspects  of  CT  in  the  plan- 
ning of  reconstructive  surgery  for  patients 
with  congenital  anomalies  of  the  bones  of  the 
face,  skull,  and  spine. 

CT,  however,  has  largely  been  supplanted 
by  MRI  in  most  other  clinical  settings.  With 
exquisite  spatial  resolution,  MRI  can  docu- 
ment normal  and  abnormal  myelination  of  the 
infant’s  developing  nervous  system.  With  the 
multiplanar  imaging  capability  of  MRI,  the 
fine  anatomic  details  of  a complex  congenital 
malformation  or  neoplasm  can  be  ascertained 
in  the  planes  most  appropriate  for  the  abnor- 
mality. MR  angiography  (MRA),  a relatively 
recent  advancement,  currently  provides 
detailed  information  about  neurovascular 
anatomy  and  flow  and  has  obviated  the  need 
for  most  neuroangiographic  procedures  in 
children.  Current  research  in  MR  spec- 
troscopy, rapid  scanning  techniques,  and 
functional  neuroimaging  holds  the  promise 
for  further  contributions  to  the  evaluation  of 
metabolic  and  functional  neurodisorders  in 
children. 

INTERVENTIONAL  RADIOLOGY 

The  radiologist  of  the  1990s  has  moved 
beyond  simple  diagnosis  to  effective  inter- 
vention and  therapy.  Interventional  proce- 
dures are  now  a viable  non-operative  option 
available  to  the  pediatric  practitioner.12  Com- 
monly performed  non-vascular  interventional 
procedures  in  children  include  intussuscep- 
tion reduction,  esophageal  foreign  body 
removal,  and  esophageal  stricture  dilatation 
under  fluoroscopic  guidance,  nephrostomy 
and  gastrostomy  placement  under  fluoroscop- 
ic or  sonographic  guidance,  thoracentesis  and 
paracentesis  under  sonographic  guidance,  and 
abscess  drainage,  biliary  drainage  and  biop- 
sies with  sonographic  or  CT  guidance.  As 
preoperative  or  definitive  therapy,  embolo- 
therapy  is  the  most  commonly  performed  vas- 
cular interventional  procedure  in  children.  In 
the  past  many  of  these  procedures  were  per- 


formed in  the  operating  room  under  general 
anesthesia  with  prolonged  recoveries  and 
hospital  stays.  In  many  cases,  general  anes- 
thesia can  be  avoided  and  the  therapeutic  goal 
attained  at  a much  lower  cost  with  imaging 
guided  interventions.  Given  the  current 
emphasis  on  outcomes  and  cost-containment 
in  healthcare,  the  role  of  interventional  radi- 
ology in  the  care  of  children  will  likely  thrive 
and  expand. 

CONCLUSION 

Imaging  of  the  infant  and  child  has  undergone 
a rapid  evolution  since  the  retirement  of  Dr. 
Joseph  Waring  in  1961.  With  the  optimization 
of  old  imaging  techniques,  the  development 
of  new  imaging  modalities,  and  the  applica- 
tion and  modification  of  adult  interventional 
techniques  to  pediatric  problems,  imaging 
will  continue  to  play  a central  role  in  the 
diagnosis  and  therapy  of  pediatric  disease  in 
the  coming  century.  D 
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Editorials 


JOSEPH  I.  WARING,  M.  D. 

EDITOR  OF  THE  JOURNAL,  1954-1970 


Joseph  Ioor  Waring,  M.  D.,  served  as  editor 
of  The  Journal  of  the  South  Carolina  Medical 
Association  for  17  years  from  1954  to  1970. 
Among  the  many  editorials  written  during 
these  years,  some  were  brief,  many  displayed 
his  distinctive  quiet  humor,  many  had  a bit  of 
a bite,  few  were  very  long,  and  none  were 
boring.  His  commentaries  covered  a wide 
range  of  topics,  some  of  his  favorites  recur- 
ring from  time  to  time.  He  was  a great  advo- 
cate of  correct,  precise,  understandable  lan- 
guage, even  in  medical  reports!  He  deplored 
acronyms;  “Certainly  in  medicine  there  is  lit- 
tle excuse  for  the  innumerable  abbreviations, 
of  which  only  a few  are  generally  recognized 
and  intelligible,  but  of  which  the  vast  majori- 
ty are  pure  inventions  of  the  individual 
recorder’s  lazy  brain.”  (April  1960)  I can 
remember  his  criticizing  my  use  of  abbrevia- 
tions as  a house  officer  when  writing  notes  on 
his  private  patients. 

He  questioned  the  practice  of  “verbing  a 
noun.”  In  an  editorial  in  August  1956,  he 
commented  on  the  use  of  the  word  “culde- 
scoped,”  asking  “Should  the  next  patient  we 
see  be  heighted,  scaled,  snellunged,  oto- 
scoped,  stethescoped,  tongue-bladed,  blood- 
pressured,  hemoglobinometered,  urinalysed, 
hemocytometered,  etc.” 

In  a recent  brief  review  of  Dr.  Waring’ s edi- 
torials, it  is  striking  how  many  areas  which 
were  addressed  are  still  very  pertinent  today, 
after  up  to  30  years  of  “progress.”  A brief  list 
of  some  of  these  follows: 

• Low  immunization  rates  for  children. 
(He  cited  the  value) 

• Free  vaccine  for  all  patients.  (Waring 
questioned  the  need  except  for  poor 
patients) 


•The  low  rate  of  breast  feeding.  (A 
staunch  advocate) 

• The  importance  of  primary  care  physi- 
cians. 

• Questioning  the  value  of  routine  neona- 
tal circumcision.  (Quoted  King  Saul’s 
biblical  requirement  of  200  Philistine 
foreskins  for  David’s  marriage  to  Saul's 
daughter) 

• Questioning  the  need  for  tonsillectomy 
and  adenoidectomy  (T&As).  (He  com- 
posed a poem) 

Commenting  on  the  doctor  shortage  of  the 
1950s,  Dr.  Waring  believed  that  this  could  be 
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improved  with  better  distribution  of  medical 
manpower,  the  better  use  of  allied  health  per- 
sonnel, and  the  encouragement  of  healthier 
lifestyles,  reduction  of  cigarette  smoking, 
reduction  of  accidents,  automobile  safety, 
reduction  of  environmental  pollution,  includ- 
ing lead  poisoning,  better  housing  and  cloth- 
ing, and  improving  nutrition. 

On  Medicare,  he  questioned  the  plan  for 
government  to  pay  for  health  care  for  those 
over  65  years  of  age  who  could  afford  to  pay. 
“Is  old  age  a service-connected  disability?” 
(January  1957) 

Several  editorials  advocated  preventive 
medicine  and  patient  and  public  health  educa- 
tion by  the  private  practitioner.  He  deplored 
the  over-use  of  antibiotics,  particularly  pro- 
phylactically  in  viral  illness.  In  July  1958,  he 
advocated  Day  Care  Hospitals  because  of  the 
great  cost  of  hospitalization. 

Two  other  interesting  editorials  addressed 
items  which  are  in  the  spotlight  again  at  the 
present  time.  One  was  written  in  January 
1960  in  support  of  a resolution  by  the  House 
of  Delegates  of  the  American  Medical  Asso- 
ciation which  advocated  the  patient’s  right  to 


choose  his  own  physician.  The  other  was  an 
editorial  deploring  the  rejection  of  a proposed 
liaison  committee  between  the  Medical  Col- 
lege of  South  Carolina  (later  Medical  Univer- 
sity of  South  Carolina)  and  the  South  Caroli- 
na Medical  Association. 

These  editorials  certainly  attest  to  the  vision 
and  the  wisdom  of  Dr.  Waring.  I would  like  to 
close  with  a comment  about  wisdom  which 
Dr.  Waring  quoted  in  an  editorial  in  October 
1958.  It  was  entitled  A Medical  Litany.  “From 
inability  to  let  well  alone;  from  too  much  zeal 
for  the  new  and  contempt  for  what  is  old; 
from  putting  knowledge  before  wisdom,  sci- 
ence before  art,  cleverness  before  common 
sense;  from  treating  patients  as  cases;  and 
from  making  the  cure  of  the  disease  more 
grievous  than  the  endurance  of  the  same, 
good  Lord,  deliver  us.” 

Walton  L.  Ector,  M.  D. 

Department  of  Pediatrics 
Division  of  General  Pediatrics 
MUSC 

171  Ashley  Avenue 
Charleston,  SC  29425 
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On  We  Cover. 


WARING  CENTENNIAL  CELEBRATION 


Joseph  Ioor  Waring  was  bom  on  September 
4,  1897.  This  special  issue  of  The  Journal 
features  pediatrics  and  honors  the  centennial 
of  the  birth  of  Dr.  Waring,  a pediatrician 
whose  life  touched  many  aspects  of  the  medi- 
cal profession  in  South  Carolina.  Biographi- 
cal material  by  Dr.  H.  Rawling  Pratt-Thomas 
and  Dr.  Walton  L.  Ector  can  be  found  else- 
where in  this  issue. 

Featured  on  the  cover  this  month  is  Dr. 
Waring’s  personal  bookplate  which  incorpo- 
rates so  many  of  the  facets  of  Dr.  Waring’s 
life  and  reflects  his  devotion  to  the  medical 
profession  (staff  of  Aesculapius),  children 
(pediatrician),  South  Carolina  (palmetto  tree), 
and  books  (editor,  writer,  director  of  the  War- 
ing Library,  collector). 

As  part  of  the  celebration,  the  Waring 
Library  Society  requested  that  two  of  Dr. 
Waring’s  former  assistants  compile  a mono- 
graph for  publication.  Anne  Koster  Donato, 
former  assistant  to  Dr.  Waring  and  curator 
emerita  of  the  Waring  Historical  Library,  was 
joined  by  Jane  Oxner  Waring,  Dr.  Waring’s 
editorial  assistant  during  his  tenure  as  editor 
of  The  Journal  of  the  South  Carolina  Medical 
Association,  to  serve  as  the  editors  of  Joseph 
Ioor  Waring:  A True  Physician.  Dr.  Waring’s 
bookplate  reflects  most  of  the  chapter  head- 
ings: Pediatrician,  Editor,  Secretary,  Public 
Servant  and  Historian.  In  addition,  the  editors 
have  included  a biographical  chapter  and  a 
bibliography  of  Dr.  Waring’s  writings.  The 
book  is  to  include  some  of  Dr.  Waring’s 
unpublished  papers  as  well  as  a selection  of 
material  from  the  broad  base  of  interests  in 
which  he  was  involved,  including  his  secre- 
tarial duties  for  the  Robert  Wilson  Medical 
History  Club  and  the  Society  for  the  Relief  of 
the  Families  of  Deceased  and  Disabled  Indi- 
gent Members  of  the  Medical  Profession  of 
the  State  of  South  Carolina  (most  often 


referred  to  as  the  Widows  and  Orphans  Soci- 
ety). 

Dr.  Waring  wrote  four  books  which  were 
published  by  the  South  Carolina  Medical 
Association:  A Brief  History  of  the  South 
Carolina  Medical  Association , 1948;  A Histo- 
ry of  Medicine  in  South  Carolina,  1670-1825, 
1964;  A History  of  Medicine  in  South  Caroli- 
na, 1825-1900,  1967;  and  A History  of 
Medicine  in  South  Carolina,  1900-1970, 
1971. 

For  more  information  on  the  availability  of 
the  Waring  monograph,  contact  the  Waring 
Historical  Library  at  803-792-2288  or  the 
Medical  University  of  South  Carolina,  171 
Ashley  Avenue,  Charleston,  SC  29425. 

Jane  Brown,  Curator 
Waring  Historical  Library 

Note:  The  gremlins  hit  the  June  issue  of  The  Journal 
cover  story.  The  hospital  in  Walterboro  is  the  Charles 
Es’Dom  Hospital  (the  name  is  unusual  and  the  comput- 
er did  not  understand). 


The  Waring  Library  Society 
in  celebration  of  the 
100th  Anniversary  of  the  ‘Birth 

°f 

Joseph  Ioor  Waring , M.  T). 
invites  you  to  a lecture 
“The  Art  is  Long:’’  Dr.  Waring,  Wistory 
and  the  Medical  Profession 
by 

Dale  C.  Smith,  Ph.  D. 

Interim  Chairperson  and  Associate  Professor 
Department  of  Medical  Mistory 
Uniformed  Services  University  of 
the  Mealth  Sciences 

Triday,  September  5, 1997,  4:30  P.M. 

Basic  Sciences  Auditorium 
Medical  University  of  South  Carolina 
Charleston,  SC 
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Alliance  Page 


AMA  ALLIANCE  1997  ANNUAL  SESSION 

Physician  spouses  from  50  states  joined  together  in  June  at  Chicago’s  Drake  Hotel  to  celebrate 
a year  of  hard  work  and  share  ideas  for  promoting  health  education  and  health  related  charitable 
projects.  Joining  me  for  this  session  as  national  representatives  were  Billie  Brady,  Hope  Grayson, 
and  Janelle  Othersen.  Our  state  delegation  included  Lori  Boyd,  Gail  Delaney,  Dee  Jewell,  Donna 
Richter,  Lisa  Schroeder,  and  myself  as  chairmen  of  the  delegation. 

The  74th  Annual  Session  of  the  American  Medical  Association  (AMA)  Alliance  House  of  Dele- 
gates was  opened  by  President  Sandra  Mitchell.  Her  message,  as  we  begin  our  75th  year  in  existence, 
is  to  remember  our  legacy  which  is  our  rich  background  of  alliance  history  and  past  presidents. 

Daniel  H.  Johnson,  Jr.,  M.  D.,  president  of  the  American  Medical  Association,  also  shared  his 
thoughts  with  the  delegates.  He  thanked  us  for  our  help  and  our  donated  talent,  energy,  resilience, 
and  partnership  in  medicine.  He  stressed  keeping  our  connection  to  the  past  with  our  vision  for  the 
future.  He  shared  with  us  what  the  AMA  is  doing  for  medicine  both  inside  and  outside  Washington. 

Our  alliance  continues  to  focus  on  our  unified  health  project  “Stop  America’s  Violence  Every- 
where.” “SAVE”  continues  to  grow  and  expand  as  local  counties  focus  to  increase  awareness  and 
decrease  violence  in  their  communities.  Luncheons  were  highlighted  by  guest  speakers:  Judy 
Woodruff,  discussing  women’s  increasing  roles  in  the  business  world  and  politics;  and  Dr.  Timo- 
thy Johnson  discussed  advances  in  medicine,  especially  those  related  to  breast  cancer. 

Retiring  president  of  the  American  Medical  Association  Education  and  Research  Foundation 
(AMA-ERF),  Yank  D.  Coble,  Jr.,  M.  D.,  addressed  the  delegates  and  shared  his  personal  reasons 
for  his  strong  commitment  to  AMA-ERF.  He  thanked  the  alliance  for  this  year’s  donation  of 
$1,309,742.15. 

Past  state  president,  Janelle  Othersen,  reported  on  all  of  South  Carolina’s  outstanding  county 
achievements  for  the  year  and  introduced  our  1997-98  president,  Dee  Jewell. 

We  are  proud  that  South  Carolina’s  past  national  president,  Billie  Brady,  continues  to  be  active 
and  shares  her  experience  with  her  states’  delegates.  Hope  Grayson  did  an  outstanding  job  this 
year  serving  on  the  American  Medical  Association  Alliance  Board  of  Directors  as  chairman  of 
the  By-laws  Committee.  Next  year,  Hope  will  continue  to  represent  South  Carolina  on  the 
national  board  as  a field  director. 

The  close  of  the  session  culminated  in  the  installation  of  the  American  Medical  Association 
Alliance  president,  Johnnie  D.  Amonette  of  Tennessee. 

This  was  my  first  experience  at  a national  meeting,  and  I found  it  educational  and  fun.  If  your 
spouses  are  not  presently  involved,  encourage  them  to  look  at  all  the  alliance  has  to  offer  its 
members.  I think  they  will  find  the  time  involved  rewarding. 

M.  Alexis  Alia  (Mrs.  Richard  T.) 

SCMAA  President-Elect  and  Delegate  Chair 
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WANTED:  MEDICAL  DOCTOR  WITH 
SC  LICENSE — Available  for  examinations  a 
few  hours  a week.  Excellent  opportunity  for  a 
new  doctor  or  retired  doctor.  Negotiable  com- 
pensation package.  Please  send  resume  to 
602  Tryon  Place,  Gastonia,  North  Carolina 
28054 . 

WANTED:  PRIMARY  CARE  PRAC- 
TICES: UCI  MEDICAL  AFFILIATES, 
INC.,  - DOCTOR’S  CARE,  PA  is  currently 
expanding  in  South  Carolina!  Seeking  prima- 
ry care  medical  practices  for  merger/acquisi- 
tion. Would  also  consider  specialty  practices. 
Please  direct  CVs,  correspondence  to  UCI 
Medical  Affiliates,  Inc.  (dba  Doctor’s  Care, 
PA),  1901  Main  Street,  Suite  1200,  Mail  Code 
1105,  Columbia,  SC  29201,  Attn:  Practice 
Acquisitions. 

FAMILY  PRACTICE/PRIMARY  CARE: 

Practice  opportunities  in  South  Carolina  for 
experienced  practitioners  on  a full-time  or 
part-time  basis.  If  you  are  looking  for  a little 
extra  “butter  and  egg”  money,  we  have  short- 
term placement.  When  you  are  considering 
making  a change  in  your  job  status,  we  would 
be  honored  to  discreetly  represent  you.  Jennie 
Ware  Family  Medical  Services,  Inc.,  provides 
the  highest  quality  provisional  contract  medi- 
cal services  to:  family  practices, 


clinics/urgent  care  centers,  hospital  systems, 
nursing  homes  and  assisted  living  centers, 
and  multidisciplinary  groups  or  networks.  We 
are  located  in  Greenville,  SC.  For  more  infor- 
mation, call  toll-free  (888)  593-6737,  or  visit 
our  website  http://www.jennieware.com. 

GROUP  OF  RESIDENCY-TRAINED 
EMERGENCY  PHYSICIANS:  Need  board 
certified  EM  independent  contractor  to  fill  5- 
7,  eight  hour  shifts  per  month.  120  bed  hospi- 
tal in  rural  upstate  South  Carolina.  Fax  CV  to 
1-864-888-1403. 

EMERGENCY  MEDICINE,  FAMILY 
PRACTICE,  ORTHOPAEDIC  SPINE 
SURGERY,  ORTHOPAEDIC  SPORTS 
MEDICINE — Practice  opportunities  exist  in 
local  medical  facilities  and  with  private  prac- 
tice groups  in  Orangeburg  County  for  experi- 
enced practitioners  and  graduating 
residents/fellows.  All  positions  include  salary, 
benefits  package,  and  relocation  allowance. 
Located  at  the  junction  of  1-26  and  1-95,  35 
minutes  to  Columbia  and  65  minutes  to 
Charleston.  Area  known  for  its  gardens,  golf, 
hunting,  and  fishing  (Lake  Marion).  Achieve 
financial  success  in  a non-competitive  envi- 
ronment while  enjoying  a superior  quality  of 
life.  Contact  Dr.  Chermol,  The  Regional 
Medical  Center  at  (800)  866-6045. 
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Matters  of  Interest 
to  South  Carolina 
Physicians.  yy 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


HOW  MUCH  DOES  A CIGAR  REALLY  COST? 


Cigar  and  wine  tasting  parties  are  quite  the  rage  these  days,  yet  few  people  stop  to 
evaluate  how  much  it  really  costs  to  smoke  one  cigar.  If  you  buy  life  insurance,  the  cost 
will  be  significant. 

There  have  been  dramatic  decreases  in  the  cost  of  term  life  insurance  over  the  last  few 
years.  By  far,  the  biggest  premium  decreases  have  been  for  insureds  who  do  not  use 
tobacco  in  any  form. 

Insurance  companies  offer  their  lowest  premiums  to  insureds  who  have  not  used 
tobacco  for  a period  of  time  immediately  preceding  the  date  of  policy  application.  The 
period  of  “no  tobacco  use”  varies  from  company  to  company  but  is  usually  at  least  24 
months  and  can  be  as  long  as  60  months. 

And,  yes,  just  an  occasional  cigar  disqualifies  an  applicant  for  a no  tobacco  use 
policy!  The  question  reads  “have  you  used  tobacco  in  any  form  in  the  past  36 
months?”  It  may  read  “24”  or  some  other  number  of  months  but  the  point  is  that  even 
one  cigar  will  disqualify  the  applicant  for  the  best  rate. 

We  know  of  no  company  that  offers  true  preferred  risk  underwriting  that  will  allow  a 
cigar  smoker  to  qualify  for  a preferred,  no  tobacco  policy.  In  fact,  most  will  not  allow  a 
cigar  smoker  to  qualify  for  their  standard  non-smoker  policies. 


Here  is  an  example  of  premiums  for  $1 ,000,000  of  Ten  Year  Level  Term  Insurance  from 
a company  that  will  allow  a cigar  smoker  to  qualify  as  a standard  non-smoker: 


UNDEWRITING 

TOBACCO 

ANNUAL 

CLASS 

USE 

PREMIUM 

Preferred  Risk 

None 

$1,260 

Standard  Risk 

No  Cigarettes 

$2,000 

Preferred  Smoker 

Cigarettes 

$3,530 

Standard  Smoker 

Cigarettes 

$5,040 

The  Manufacturers  Life  Insurance  Company  (USA)  10  Year  Level  Term  (97) 

The  annual  cost  of  $740  makes  the  occasional  cigar  pretty  expensive.  What’s  even 
more  startling  is  that  most  companies  would  classify  this  applicant  as  a smoker,  thereby 
resulting  in  an  annual  difference  of  over  $2,200. 

At  these  costs,  one  should  certainly  stick  to  only  the  finest  Havanas.  However,  if  you 
haven’t  been  smoking  or  chewing,  and  your  term  policy  is  more  than  two  years  old,  you 
might  realize  substantial  savings  by  exchanging  it  for  a new  policy. 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


American  Medical  Accreditation  Program:  AMA  Trustee, 
Dr.  Timothy  Flaherty,  Discusses  the  Road  Ahead 


What  was  your  reaction  to  the  debate  over 
AMAP  at  the  AMA's  Interim  Meeting? 

We  had  an  interesting  discussion.  The 
American  Medical  Accreditation  Program, 

' “AMAP,”  is  extremely  important  to 
physicians.  I think  there  had  been  a 
communications  deficit,  as  there  always  is 
when  people  are  getting  started  with  a new 
program.  Sometimes  all  the  information 
people  are  requesting  is  not  available. 

The  specialty  societies,  in  particular,  had 
reservations  and  hesitations  about  the 
program,  but  came  away  convinced  that 
AMAP  was  something  we  should  move 
forward  with  on  a fast  track.  I am  pleased 
that  support  for  AMAP  is  gaining 
momentum. 

AMAP  is  a massive  undertaking.  Why  is  it 
necessary  to  move  ahead  so  quickly? 

The  timing  is  critical.  If  we  don’t  get  it 
done  now,  we  will  lose  out  to  the  health 
plans,  commercial  vendors  and  other  groups 
who  are  waiting  in  the  wings  to  take  over. 

If  we  are  going  to  have  a national 
acquisition  of  data  about  physicians  and 
physician  performance,  it  should  be  done 
by  physicians;  not  the  government,  not  the 
insurance  companies.  The  AMA  and  the 
Federation  are  the  best  professional 
organizations  to  take  on  the  job.  With  the 
Federation’s  help,  we  are  confident  we  can 
succeed,  and  keep  standards  for  physician 
performance  in  the  hands  of  physicians. 

How  were  members  of  AMAP's  Governing 
Body  selected? 

We  sought  from  the  start  to  fill  the  seats  on 
AMAP’s  Governing  Body  with  experts  who 
represent  the  different  viewpoints  and 
experiences  that  AMAP  will  need  to 
succeed.  We  solicited  nominations  from  all 
state,  county  and  specialty  societies,  and 
have  filled  the  seats  with  individuals 
representing  hospitals,  managed  care, 
accrediting  organizations,  voluntary  health 
care  organizations,  employers,  and 
consumers,  as  well  as  state,  county  and 
specialty  societies.  In  addition,  four  at-large 
physician  seats  were  added  to  ensure  the 
broadest  representation  possible. 

How  will  the  Federation  partner  with  the 
AMA  on  AMAP? 

AMAP  is  a Federation  program.  Thus,  the 
Federation  will  play  a critical  role 


throughout  AMAP’s  design,  implementation 
and  operation.  In  fact,  AMAP  could  not 
proceed  without  the  Federation’s  expertise, 
participation,  and  support.  For  example, 
many  state  and  county  societies  already  play 
a vital  role  in  credentialing  and  office  site 
reviews.  AMAP  hopes  to  incorporate  these 
existing  programs  and  extend  them  to  the 
national  level  so  that  the  profession  won’t 
continue  to  be  hassled  by  repetitive 
inspections  when  a single  inspection  will 
do.  AMAP  will  result  in  less  disruption  of 
physicians’  offices,  medical  records,  and 
patient  programs.  It’s  a big  plus. 


Timothy  T.  Flaherty,  MD 


When  will  AMAP  be  up  and  running? 

AMAP  will  be  rolled  out  on  a state-by-state 
basis.  Massachusetts  was  selected  as  the 
initial  implementation  site  because  the 
Massachusetts  Medical  Society  already  has 
the  necessary  structural  framework  in 
place.  A number  of  other  states  have 
volunteered  to  partner  with  AMAP  in 
implementation  of  AMAP,  and  future  states 
will  be  selected  based  on  how  far  along  each 
state  is  in  terms  of  providing  similar 
services  to  its  members.  Ultimately,  AMAP 
will  follow  a natural  progression  adding 
more  states  and  additional  components  as 
soon  as  feasible.  We  expect  AMAP  to  be  fully 
operational  nationwide  in  four  years. 

What  role  will  specialty  board  certification 
play  in  AMAP? 

AMAP  is  a physician  accreditation  program. 
It  is  not  a specialty  board  certification 
program.  Obviously,  if  you  are  board- 
certified  or  recertified  by  your  board,  these 
factors  will  be  included  in  your  AMAP 
profile  and  should  be.  However,  AMAP  and 


board  certification  are  separate  programs 
serving  separate  goals.  AMAP  will  be 
working  very  closely  with  the  American 
Board  of  Medical  Specialties  and  other 
certifying  agencies  so  that  board  certifica- 
tion will  be  appropriately  weighed  in  the 
AMAP  accreditation  decision.  And,  we 
believe  the  specialties  have  a lot  to  gain 
through  participation  in  AMAP.  They  will 
have  the  opportunity  to  set  the  standards 
for  their  specialty  instead  of  having  them 
imposed  by  outside  groups. 

Are  you  confident  that  the  House  of  Medicine 
will  unite  behind  AMAP? 

I believe  medicine  will  unite  behind  AMAP- 
at  least  as  much  as  the  profession  can  unite 
behind  any  program  of  this  scope  and 
complexity.  However,  the  commitment  to 
the  overall  program  is  what’s  important. 

And,  it  will  be  AMAP’s  commitment  to  use 
Federation  resources  and  actively  involve 
the  specialty  societies  which  will  make  the 
acceptance  of  AMAP  more  meaningful. 

You  have  been  active  in  meeting  with  employer 
coalitions  across  the  country.  How  has  AMAP 
been  received  by  them? 

I serve  as  an  advisor  to  the  National 
Business  Coalition  on  Health,  and  I have 
also  been  meeting  with  benefit  managers. 
They  could  not  be  more  enthusiastic. 

Benefit  managers  have  been  looking  for  a 
reliable  way  to  identify  quality.  AMAP  will 
be  a big  plus  for  them  because  it  will 
provide  a “Good  Housekeeping  Seal  of 
Approval”  that  they  can  take  to  their 
employees  and  say  “See,  this  physician,  or 
this  group  of  physicians,  has  met  the 
highest  standards  of  quality  as  established 
by  a group  of  their  peers.” 

So  you  believe  that  patients,  as  well  as 
physicians,  will  benefit  from  AMAP? 

Absolutely.  Anytime  the  medical  profession 
can  establish  a single,  universally- 
recognized  standard  of  quality,  physicians 
everywhere  will  strive  to  meet  that 
standard.  AMAP  will  result  in  an  improved 
evaluation  process  for  physicians,  less 
hassle  for  physicians,  and  improved  quality 
of  care. 

Interview  by  Wendy  Sue  Morphew,  J.D. 
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NOT  IN. 


BEC’D* 


* 


Help  is  now  available  to  relieve  the  physician  and  his  or  her  staff  of  this  burden! 

Introducing. . . CMN  Assistant 


For  inquiries,  call  1-800-745-9778  or  visit  our  web  site  at  www.reimbursesvcs.com 
for  more  information. 


Post  Office  Box  27145  • Greenv 
800.745.9778  ♦ Fox:  864.458.8876 


lino  29616 


>urscsvc$.com 


Every 
office 
needs 
a really 

\S 

assistant! 


’(DME)  for  your  patients 
at  home,  you’ve  been  through  the  torture  of  completing  the  CERTIFICATE  OF 
MEDICAL  NECESSITY  form  (CMN)  required  by  Medicare.  The  Medicare  law 

, _ orms  which  places  the  burden 

, Unfortunately,  Medicare  did  not  make 

Hit 


■ or  their  office  staff  on  how  to  correct!’, 

' ' 

: ■'  : ' ' ' . ..  ■ 


If  these  forms  are  not  completed  correctly,  by  law  suppliers  must  return  them 
to  the  physician  for  correction.  To  compound  the  problem,  providers  are  not  allowed  to 
provide  any  instructions  to  the  physician  or  staff  on  how  to  complete  the  form.  And 
because  the  physician’s  office  staff  is  not  trained  to  complete  the  forms,  they  have  a 
tendency  to  avoid  this  unpleasant  task  as  long  as  possible.  In  this  situation,  NOBODY 
WINS! 


CMN  Assistant™  features. . . 

• Question-by-question  help  for  each  question  on  a CMN  form  with 
discussion  and  coverage  rationale. 

• Help  with  every  CMN  required  by  Meidcare. 

• Assistance  with  diagnosis  look-up. 

• Simplicity  - easy  to  install  and  use  - NO  TRAINING  REQUIRED  - online 
help  included! 

• Saves  hours  of  staff  and  physician  time! 

• Runs  on  virtually  any  DOS/Windows-based  personal  computer. 


Introductory  Software  Price 


Relieve  yourself  and 
your  staff  of 
CMN  hassles  today! 


For  a limited  time,  CMN  Assistant  is  available  at  an  introductory  price  of  just  $99.' 
So  there’s  no  better  time  to  relieve  yourself  and  your  staff  from  CMN  hassles.  To  order, 
send  check  or  money  order  for  $99  (SC  residents  add  5%  sales  tax)  with  your  address 


PAID  IV  Plus 

is! 


DIV 

Plus 


Companion  Technologies 

Modern  technology  for  practice  management 


No  one  mentioned  a preauthorization.  Is  that 
something  you  can  give  her ? By  the  way,  what 
is  a preauthorization? 


1-800-382-PAID  (7243) 
or  fax  (803)  699-2384 

PAID  IV  Plus.  Became  patients  can ’t  remember 
everything , and  you  have  to. 


Mix-ups  like  this  throw  your  practice's  schedule 
off  and  frustrate  patients.  So  head  off  problems, 
and  run  your  office  smoothly  with  PAID  IV  Plus. 


PAID  IV  Plus.  Companion  Technologies'  private 
label  version  of  The  Medical  Manager,  is  the 
complete  practice  management  software  system 
that's  easy  to  use.  With  just  a few  simple  keystrokes, 
you'll  master  managed  care  functions,  including: 


Quickly  checking  for  treatment 
preauthorizations  and  patient  eligibility 


Maintaining  insurance  policy  limits 


Handling  multiple  insurance  providers 
for  a single  patient 


Producing  numerous  practice  reports 
and  analyses 


Knowing  which  services  are  not  covered 


PAID  IV  Plus  actually  makes  “managed  care" 
manageable.  And  your  life  a lot  less  complex. 


Leant  what  else  PAID  IV  Plus  can  do  for  you. 

Call  Companion  Technologies  for  infonnation  or 

to  schedule  a system  demonstration. 

✓ 


Announcing 
Better  Medical  Care 
With  No  Strings 
Attached. 

Lately  we've  had  cause  to  remember  why  we  became  doctors. 
To  make  the  sick  well,  heal  the  injured  and  do  no  harm-we  swore  to  it. 
We  believe  those  motives  are  neither  too  simplistic  nor  too  idealistic. 
But  legions  of  smart,  well-meaning  people  tell  us  our  thinking  is  dated. 
They  say  healthcare  today  is  highly  complicated  and  mostly  about 
money.  "Medical  costs  are  out  of  control,"  they  insist.  Although  we're 
M.D.'s,  not  M.B.A.'s,  we  know  they're  right.  For  the  wrong  reasons. 
Everybody  wants  to  bring  the  cost  of  healthcare  down.  But  the  best  way 
to  do  that-and  do  no  harm  -is  to  let  doctors  determine  their  patients' 
course  of  treatment.  Not  insurance  actuaries.  Not  corporate  CEOs. 
Not  even  hospital  administrators.  When  those  good  folks  tell  us  how 
to  treat  patients,  they  risk  prolonging  a healthful  outcome.  And  when 
they  limit  tests,  drugs  or  hospitalization,  they  risk  life  itself-  because  they're 
trying  to  heal  people  with  cost-containment  instead  of  medical  science. 
So  please  consider  this  our  Declaration  of  Independence.  We're  not  going 
to  practice  medicine  that  way.  We're  convinced  the  least  expensive  way 
to  make  and  keep  people  well  is  to  give  them  the  right  kind  of  medical  care 
as  soon  and  as  long  as  they  need  it.  And  we’re  so  sure  we  can  save 
employers  money,  well  bet  our  incomes  on  it.  In  the  next  ad  well 
tell  you  how  we're  doing  that.  If  you  can't  wait,  call  821-3627. 


PALMETTO 

Primary  Care 

PHYSICIANS 


Many  health  care  professionals  have  come  to  the  conclusion  that  a single  payer  system  or 
national  health  insurance  will  be  a disaster.  I have,  and  have  dismissed  this  scenario  as  a viable 
alternative  to  address  health  care  costs.  Just  look  at  the  problems  with  Medicare  and  Medicaid, 
which  account  for  50  percent  of  health  care  in  this  country.  Now  ask  yourself  if  you  want  the 
remainder  of  your  patients  to  be  a part  of  a similar  system. 

The  business  communities’  answer  to  the  health  care  costs  has  been  managed  care.  You  may 
ask  yourself  if  managed  care  is  any  better.  My  answer  is  that  it  can  be.  What  has  happened  with 
managed  care  in  the  past  decade  has  been  extraordinary.  We  have  signed  hold  harmless  contracts 
which  stated  that  we  would  be  liable  for  the  patient  outcome  even  though  the  managed  care 
organization  may  have  denied  the  patient  treatment.  We  signed  gag  clause  contracts  which  told  us 
that  we  should  not  tell  our  patients  about  treatment  alternatives  if  they  had  not  been  approved  by 
the  managed  care  organization.  We  continue  to  sign  incentive  contracts  which  allow  more 
reimbursement  to  the  primary  care  physician  if  the  primary  care  physician  has  fewer  referrals  to 
specialists  and  fewer  hospitalizations.  In  my  opinion,  the  latter  creates  an  ethical  dilemma  and 
places  us  in  an  adversarial  role  with  our  patients.  This  is  unacceptable  as  we  should  always  be 
our  patients’  advocates. 

These  issues  are  being  addressed  by  patients,  physicians,  the  state  Legislature,  and  insurance 
companies.  The  hold  harmless  and  gag  clauses  have  been  eliminated  for  the  most  part. 
Hopefully,  the  incentive  clauses  will  soon  be  dropped.  Patients  and  physicians  are  being  educated 
about  the  nuances  of  managed  care.  They  are  becoming  wise  to  the  fact  that  there  are  choices. 
Managed  care  has  not  swept  South  Carolina  and  it  appears  that  its  penetration  is  slowing. 
Pluralism  (different  strokes  for  different  folks)  is  alive  and  well. 

Throughout  it  all,  there  has  been  a certain  give  and  take  with  the  business  community.  We  have 
all  realized  that  changes  had  to  occur  and  some  of  these  changes  have  occurred.  We  realize  that 
we  all  have  made  mistakes,  and  now  is  the  time  to  improve  on  the  system  we  have.  We  will 
continue  to  work  with  the  business  community,  Legislature,  and  patients.  We  should  never  forget 
that  throughout  this  process,  the  physician  is  the  captain  of  the  ship,  and  we  will  not  relinquish 
our  leadership  role. 

If  you  can  keep  your  head  when  all  about  you 
Are  losing  theirs  and  blaming  it  on  you 
If  you  can  trust  yourself  when  all  men  doubt  you 
But  make  allowances  for  their  doubting  too. 

— Rudyard  Kipling 


S.  Nelson  Weston,  M.  D. 
President 
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OCTOBER 


Wednesday  October  1,  1997 

Columbia,  SC:  First  Floor  Conference  Room,  James  F. 
Byrnes  Center  for  Geriatric  Medicine,  Education  and 
Research 

Drug  Therapy  of  Alzheimer’s  Disease 
SPONSOR:  James  F.  Byrnes  Center  for  Geriatric  Medicine, 
Education,  and  Research 
FACULTY:  Randy  Rowan,  PharmD 
TARGET  AUDIENCE:  Physicians,  nurses,  medical  students 
CONTACT:  N.  David  List,  MD;  (803)  734-0812 
CREDITS:  1 hour,  AMA  Category  1 

Friday  October  3,  1997 

Augusta,  GA:  Radisson  Riverfront  Hotel 

Progress  in  Infectious  Disease 

SPONSOR:  School  of  Medicine,  Medical  College  of  Georgia 
TARGET  AUDIENCE:  Pediatricians,  family  practitioners, 
internal  medicine 
TUITION:  $65.00 

CONTACT:  Division  of  Continuing  Education;  (706)  721- 
3967  or  1-800-221-6437 
CREDITS:  7.25  hours,  AMA  Category  1 

Wednesday  October  8,  1997 

Columbia,  SC:  First  Floor  Conference  Room,  James  F. 
Byrnes  Center  for  Geriatric  Medicine,  Education,  and 
Research 

Research  Conference  - Stroke  Related  Research 
SPONSOR:  James  F.  Byrnes  Center  for  Geriatric  Medicine, 
Education,  and  Research 

TARGET  AUDIENCE:  Physicians,  nurses,  medical  students 
FACULTY:  Te  Long  Hwang,  MD 
CONTACT:  N.  David  List,  MD;  (803)  734-0812 
CREDITS:  1 hour,  AMA  Category  1 


Wednesday  - Friday  October  8-10,  1997 

Augusta,  GA:  Radisson  Riverfront  Hotel 

21st  Annual  Neonatology  - The  Sick  Newborn 
SPONSOR:  School  of  Medicine,  Medical  College  of  Georgia 
TARGET  AUDIENCE:  Pediatricians,  family  practitioners, 
internal  medicine 

CONTACT:  Division  of  Continuing  Education;  (706)  721- 
3967  or  (800)  221-6437 

CREDITS:  Approximately  16  hours,  AMA  Category  1 

Wednesday  October  22,  1997 

Columbia,  SC:  First  Floor  Conference  Room,  James  F. 
Byrnes  Center  for  Geriatric  Medicine,  Education,  and 
Research 

Journal  Club  - To  Be  Announced 

SPONSOR:  James  F.  Byrnes  Center  for  Geriatric  Medicine, 
Education,  and  Research 

TARGET  AUDIENCE:  Physicians,  nurses,  medical  students 
CONTACT:  N.  David  List,  MD;  (803)  734-0812 
CREDITS:  1 hour,  AMA  Category  1 

Wednesday  - Sunday  October  22-26,  1997 

Hilton  Head,  SC:  The  Westin  Resort  Hotel 

Musculoskeletal  MR 

SPONSOR:  The  University  of  California,  San  Diego,  School 
of  Medicine 

DESCRIPTION:  This  course  is  designed  for  radiologists  and 
allied  health  personnel  involved  in  the  diagnosis  of 
musculoskeletal  disorders.  Emphasis  will  be  placed  on  the 
clinical  application  of  magnetic  resonance  imaging, 
particularly  for  internal  derangement  of  the  joints. 
FACULTY:  Donald  Resnick,  MD  and  Mini  Pathria,  MD 
TUITION:  $550  physician  fee;  $375  residents,  fellows, 
technologists 

CONTACT:  Ryals  & Associates,  Inc.;  (770)  641-9773 
CREDITS:  20  hours,  AMA  Category  1 pending 
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Wednesday  November  5,  1997 

Columbia,  SC:  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education,  and  Research 

Research  Conference,  Topic  to  be  announced 
SPONSOR:  James  F.  Byrnes  Center  for  Geriatric  Medicine, 
Education,  and  Research 

TARGET  AUDIENCE:  Physicians,  nurses,  medical  students 
FACULTY:  Mary  Beth  Shea,  Ph.D. 

CONTACT:  N.  David  List,  MD;  (803)  734-0812 
CREDITS:  1 hour,  AMA  Category  1 

Thursday  November  6,  1997 

Columbia,  SC:  South  Carolina  State  Hospital 

The  16th  Annual  Psychiatric  Symposium 
SPONSOR:  The  Division  of  Psychiatric  Rehabilitation 
Services 

DESCRIPTION:  This  program  will  cover  the 

psychopharmacological  treatment  of  problems  commonly 
seen  in  psychiatric  and/or  geriatric  patients. 

TARGET  AUDIENCE:  Psychiatrists  and  physicians  who  treat 
patients  with  mental  diseases. 

FACULTY:  Mark  George,  MD;  Gregory  J.  Onderko,  DO; 
George  Grossberg,  MD;  Larry  Tune,  MD;  Karl  Kinard, 

MD;  Michael  Wise,  MD 

CONTACT:  Katy  Jowers,  CME  Coordinator;  (803)  734-6536 
CREDITS:  6 hours,  AMA  Category  1 

Wednesday  November  12,  1997 

Columbia,  SC:  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education,  and  Research 

Grand  Rounds  - Topic  to  be  announced 
SPONSOR:  James  F.  Byrnes  Center  for  Geriatric  Medicine, 
Education,  and  Research 

TARGET  AUDIENCE:  Physicians,  nurses,  medical  students 
CONTACT:  N.  David  List,  MD;  (803)  734-0812 
CREDITS:  1 hour,  AMA  Category  1 
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Wednesday  December  3,  1997 

Columbia,  SC:  First  Floor  Conference  Room,  James  F. 
Byrnes  Center  for  Geriatric  Medicine,  Education  and 
Research 

Research  Conference  - Topic  to  be  announced 
SPONSOR:  James  F.  Byrnes  Center  for  Geriatric  Medicine, 
Education,  and  Research 
FACULTY:  David  Wieland,  Ph.D.,  MPH 
TARGET  AUDIENCE:  Physicians,  nurses,  medical  students 
CONTACT:  N.  David  List,  MD;  (803)  734-0812 
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SPONSOR:  USC  School  of  Medicine,  Richland  Memorial 
Hospital  CME  Organization 
DESCRIPTION:  Update  on  alcohol  and  drug  issues  for 
clinicians. 

FACULTY:  N.  Peter  Johnson,  MD;  Doug  Talbott,  MD;  Mary 
Velasquez,  Ph.D.;  Sam  Zakharl,  Ph.D. 

TARGET  AUDIENCE:  Physicians,  nurses,  dentists, 
pharmacists,  social  workers 
TUITION:  $95 

CONTACT:  Steven  Hasterok;  (803)  434-4211 
CREDITS:  8.5  hours,  AMA  Category  1 

Wednesday  December  10,  1997 

Columbia,  SC:  First  Floor  Conference  Room,  James  F. 
Byrnes  Center  for  Geriatric  Medicine,  Education,  and 
Research 

Grand  Rounds  - Nerves  Therapy  of  Diabetes  in  the  Elderly 
SPONSOR:  James  F.  Byrnes  Center  for  Geriatric  Medicine, 
Education,  and  Research 

TARGET  AUDIENCE:  Physicians,  nurses,  medical  students 
FACULTY:  Kay  McFarland,  MD 
CONTACT:  N.  David  List,  MD;  (803)  734-0812 
CREDITS:  1 hour,  AMA  Category  1 
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MEDICAL  MANAGEMENT  OF  CORONARY  ARTERY 
DISEASE  REVISITED:  THE  ENDOTHELIAL  FACTOR 

JEFFREY  A.  SIEGEL,  M.  D„  F.  A.  C.  P.* 


Can  “endothelial  dysfunction”  be  of  any 
importance  to  clinicians  treating  coronary 
artery  disease?  Recent  lipid  lowering  trials 
have  demonstrated  lower  total  mortality  and 
fewer  cardiovascular  events  in  treated 
patients  with  documented  coronary  artery  dis- 
ease.1 Yet  angiographic  studies  have  shown 
only  minor  atherosclerotic  plaque  regression.2 
Most  myocardial  infarctions  do  not  occur  at 
the  site  of  the  most  severely  obstructed  coro- 
nary lesion,  but  often  involve  areas  of  angio- 
graphically  moderate  disease.  The  mechanism 
for  event  reduction  may  be  plaque  stabiliza- 
tion and  restoration  of  normal  coronary 
endothelial  function  by  aggressive  lipid  low- 
ering, and  this  implication  will  change  our 
management  of  coronary  artery  disease. 

There  are  very  few  studies  comparing 
CABG  or  PTCA  to  medical  therapy.  The 
Coronary  Artery  Surgery  Study  (CASS)  ran- 
domized patients  with  mild  angina  or  asymp- 
tomatic coronary  artery  disease  after  MI  to 
medical  or  surgical  therapy  between  1975- 
1979.  After  10  years,  coronary  bypass  surgery 
did  not  prolong  life  or  prevent  MI  compared 
to  medical  therapy  in  this  mildly  symptomatic 
group.  However,  a sub  group  of  patients  with 
ejection  fractions  less  than  50  percent  did 

*317  St.  Francis  Drive,  Suite  130,  Greenville,  SC 
29601. 


have  improved  long  term  survival  with 
surgery.  This  was  especially  true  for  patients 
with  triple  vessel  coronary  artery  disease.3 
Other  similar  studies  with  recruitment  of 
patients  in  the  1970s  showed  benefit  in 
patients  with  left  main  and  triple  vessel  dis- 
ease, but  could  not  demonstrate  improved 
mortality  in  other  patient  types.  In  CASS, 
patients  were  excluded  if  they  had  left  main 
lesions  exceeding  70  percent,  class  three  or 
four  angina,  or  ejection  fractions  less  than  35 
percent.  In  this  group,  22  percent  of  the  medi- 
cally randomized  patients  died  over  10  years 
and  only  69  percent  were  both  alive  and  free 
of  MI.  Interestingly,  25  percent  of  those  deaths 
were  from  non-cardiovascular  causes,  an  area 
of  some  initial  concern  in  lipid  treatment 
studies.  In  these  studies,  the  early  surgical 
benefit  seen  in  some  patient  subgroups  was 
attenuated  in  the  later  years  of  patient  follow- 
up. The  Angioplasty  Compared  to  Medicine 
trial  (ACME)  compared  angioplasty  to  medi- 
cal therapy  after  six  months  in  patients  with 
stable  angina  pectoris  and  single  vessel  prox- 
imal stenosis  of  70  to  90  percent.  Angioplas- 
ty provided  earlier  and  better  relief  of  angi- 
na, but  with  a higher  complication  rate 
including  repeat  angioplasty  and  emergency 
CABG.4  None  of  these  studies  included  lipid 
lowering  as  part  of  the  medical  management. 
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Compare  those  results  to  recent  lipid  lower- 
ing trials.  In  the  Scandinavian  Simvistatin 
Survival  Study  (4S),  4,444  patients  with  a 
history  of  angina,  MI  or  both  ( 21,  62,  and  17 
percent  respectively)  were  treated  with  sim- 
vastatin to  lower  their  cholesterol  to  less  than 
200  (range  115-200).  CHF  requiring  treat- 
ment and  unstable  or  printzmetal  angina  were 
exclusions.  The  treated  group  had  a 30  per- 
cent reduction  in  total  mortality  and  a 42  per- 
cent reduction  in  coronary  mortality  after  six 
years.1  In  the  Cholesterol  and  Recurrent 
Events  trial  (CARE),  post  MI  patients  with 
modest  cholesterol  levels  (209  +/-  17  mg/dl) 
were  treated  with  40mg  of  pravastatin.  Only 
20  percent  of  the  study  group  had  angina,  and 
17  percent  had  ejection  fractions  <40  percent. 
Total  Mis  were  reduced  25  percent  and  the 
need  for  CABG  or  angioplasty  was  reduced 
27  percent  (p=0.02).5  There  was  no  attenua- 
tion of  the  benefit  from  lipid  lowering  in 
either  of  these  trials.  Mortality  and  cardiovas- 
cular event  curves  continue  to  increasingly 
diverge  between  placebo  and  treated  groups 
throughout  the  six  years  of  study.  These 
results  highlight  the  dramatic  improve- 
ment in  medical  therapy  provided  by 
HMG  CoA  reductase  inhibitors. 

Why  does  relief  of  coronary  obstruction  not 
provide  more  dramatic  benefit?  Why  does 
cholesterol  lowering  improve  mortality  with 
only  minor  plaque  regression?  These  are  the 
questions  that  will  draw  clinicians  to  the 
emerging  studies  of  coronary  endothelial 
function. 

Cholesterol  lowering  improves  the  endothe- 
lium-mediated response  of  atherosclerotic 
coronary  vessels,  allowing  vasodilatation  in 
response  to  various  stress.6  In  two  recent 
studies,  patients  with  stable  angina  and  ST 
segment  depression  by  ambulatory  ECG 
monitoring  showed  significant  reductions  in 
transient  myocardial  ischemia  when  treated 
with  HMG  CoA  reductase  inhibitors  (statins). 
In  one  of  the  studies,  ischemia  was  complete- 
ly abolished  in  over  one-half  the  participants 
after  six  months  of  treatment.7  Improvement 
was  noted  when  statins  were  added  to  opti- 


mal anti-anginal  medications,  CABG,  or 
PTCA.8  Myocardial  perfusion  can  improve  in 
as  little  as  90  days  of  aggressive  lipid  lower- 
ing as  measured  by  rest-dipyridamole  PET 
scans,  and  worsen  when  treatment  is  stopped.9 

Though  angioplasty  improves  the  endothe- 
lial dysfunction  caused  by  hypoperfusion  dis- 
tal to  the  stenotic  lesion,10  it  also  damages  the 
endothelium  causing  a loss  of  endothelial 
dependent  vasodilatation  at  the  angioplasty 
site.11113  Unfortunately,  lipid  lowering  does 
not  prevent  re-stenosis  of  angioplasty  dilated 
vessels.12  However,  in  the  CARE  trial, 
patients  with  previous  PTCA  still  benefited 
from  treatment  with  pravastatin  through  a 
reduction  of  major  coronary  events. 

The  statin  drugs  have  greatly  improved  our 
ability  to  medically  manage  coronary  artery 
disease.  Yet,  adding  these  agents  to  angio- 
plasty or  CABG  can  also  improve  outcomes. 
Statins  have  already  been  shown  to  reduce 
progression  of  ASVD  in  bypass  grafts  when 
LDL  cholesterol  is  lowered  to  less  than  100.13 
Cholesterol  lowering  normalizes  the  vasomo- 
tor response  of  stenotic  vessels  within  six 
months  post  angioplasty.14  It  is  not  difficult  to 
envision  that  moderate  obstructive  lesions 
could  be  compensated  by  normally  function- 
ing endothelial  vasodilation,  while  no  amount 
of  vasodilation  could  resolve  severe  coronary 
obstructive  disease. 

Aggressive  lipid  lowering  can  serve  to  reg- 
ulate arterial  tone  through  normalization  of 
endothelial  function,  reducing  both  ischemia 
and  cardiovascular  events.  This  may  be  more 
important  for  event  reduction  than  relieving 
stenosis.  The  effect  is  probably  systemic  and 
applicable  to  other  vascular  beds.  In  the  4S 
trial,  non-embolic  strokes  were  reduced  by 
one-half  in  the  simvastatin  treated  group. 
Failure  to  control  ischemic  symptoms  leads 
to  more  aggressive  evaluation  and  treatment. 
In  4S,  intervention  associated  strokes  and 
Mis  were  over  twice  as  common  in  the  place- 
bo group. 

The  statin  drugs  may  be  the  penicillin  of 
our  era.  New  agents  addressing  the  biologic 
rather  than  the  obstructive  treatment  of  CAD 
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will  be  emerging.  Patient  management  deci- 
sions based  on  studies  done  prior  to  the  statin 
era  may  no  longer  be  valid.  It  is  time  to  look 
again  at  “medical  management,”  and  to  con- 
sider carefully  our  approaches  to  coronary 
artery  disease  management,  and  to  the  critical 
role  of  the  coronary  endothelium. 

SUMMARY 

Coronary  artery  disease  mortality  can  be 
reduced  by  aggressive  lipid  lowering.  The 
reduction  in  cardiovascular  events  observed 
in  the  recent  major  lipid  lowering  trials  is  dra- 
matically better  than  that  seen  in  the  classic 
studies  of  medically  or  surgically  managed 
CAD  from  the  1970s.  One  postulated  mecha- 
nism for  this  improvement  is  restoration  of 
normal  endothelial  function  through  choles- 
terol lowering.  By  restoring  endothelial 
dependent  vasodilation,  cardiovascular  events 
and  ischemia  can  be  reduced.  PTCA  has  vari- 
able effects  on  endothelial  function.  Lipid 
lowering  is  beneficial  in  combination  with 
invasive  CAD  interventions.  The  appropriate 
management  of  coronary  artery  disease 
should  consider  the  advance  in  medically 
managed  outcomes  provided  by  HMG  CoA 
reductase  inhibitors  (statins).  □ 
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MANAGEMENT  OF  CRANIOFACIAL  ANOMALIES 

RICHARD  M.  KLINE,  JR.,  M.  D.* 


Surgery  for  the  correction  of  craniofacial 
deformities  was  pioneered  by  the  French 
plastic  surgeon  Paul  Tessier,  who  stunned  the 
world  in  1967  by  successfully  demonstrating 
the  correction  of  congenital  deformities  pre- 
viously thought  to  be  unbeatable.1  Although 
formally  trained  as  a plastic  surgeon,  Tessier 
had  considerable  experience  in  the  overlap- 
ping fields  of  neurosurgery,  oral  surgery,  and 
ophthalmology,  which  provided  him  with 
unique  insights,  allowing  him  to  “bridge  the 
gap”  between  the  other  specialties.  Tessier 
was  the  first  to  realize  that  the  correction  of 
disorders  involving  the  orbit  frequently 
required  combined  intracranial  and  extracra- 
nial surgical  approaches.  He  advanced  the 
concept  of  the  “orbite  utile,”  or  “functional 
orbit,”  which  is  the  anterior  two-thirds  of  the 
orbit  that  may  be  safely  moved  without  risk- 
ing damage  to  the  optic  nerve  or  other  struc- 
tures. Equally  importantly,  Tessier  deter- 
mined that  the  bones  of  the  face  and  skull,  in 
marked  contrast  to  other  bones  of  the  body, 
survive  completely  as  grafts  when  temporari- 
ly removed  from  the  body  and  then  replaced. 
He  noted  that  the  best  results  and  fewest  com- 
plications were  achieved  by  reconstructing 
with  the  body’s  own  tissues,  and  advocated 
the  use  of  autogenous  methods  of  reconstruc- 
tion whenever  possible. 

In  the  early  1970s,  plastic  surgeons  from 
the  U.  S.  and  other  countries  went  to  Paris  to 
study  this  new  discipline.  Upon  returning  to 
their  native  countries,  they  established  multi- 
disciplinary craniofacial  centers  to  care  for 
the  children  there.  The  wide  variety  of  poten- 
tial problems  found  in  children  with  craniofa- 
cial disorders  makes  it  desirable  for  them  to 
be  followed  by  a multidisciplinary  team  com- 
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posed  of  many  providers,  including  plastic 
surgery,  neurosurgery,  otolaryngology,  den- 
tistry, oral  surgery,  speech  pathology,  social 
work,  and  genetics.  Other  participants,  such 
as  critical  care,  orthopedics,  ophthalmology, 
and  psychiatry  also  play  important  roles. 
Besides  providing  comprehensive  patient 
care,  craniofacial  centers  contribute  to  the 
training  of  new  specialists  by  bringing  togeth- 
er many  patients  with  rare  disorders  to  one 
central  location. 

Children  with  craniofacial  disorders  com- 
prise a diverse  group,  and  no  one  classifica- 
tion scheme  addresses  all  patients  equally 
well.  Two  classification  systems  which  are 
useful  in  categorizing  many  patients  are  cran- 
iofacial clefts  and  craniosynostoses. 

Craniofacial  clefts  are  similar  to  the  com- 
mon clefts  of  the  lip  and  palate  with  which 
most  people  are  familiar,  but  they  traverse  the 
bony  structures  and  soft  tissue  of  the  facial 
and/or  cranial  skeletons.  The  spectrum  of 
their  expression  may  range  anywhere  from  a 
slight  deficiency  of  tissue  in  an  area  to  a com- 
plete absence  of  major  structures.  Tessier 
noted  that  clefting  deformities  of  the  facial 
region  seemed  to  occur  in  certain  patterns, 
with  some  being  near  the  midline,  and  others 
radiating  out  from  the  orbit  in  different  direc- 
tions. Reviewing  his  enormous  personal 
experience,  he  was  able  to  describe  an 
“orbitocentric”  classification  including  14 
kinds  of  craniofacial  clefts.2  These  clefts 
occur  30  to  100  times  less  frequently  than 
ordinary  cleft  lip  and  palate.3  Those  located  at 
or  through  the  midline  may  result  in  orbital 
hypertelorism,  with  the  orbits  and  eyes  too  far 
apart,  or  in  orbital  hypotelorism,  with  the 
orbits  too  close  together.  If  the  eyes  are  too 
close  together,  there  is  an  increased  chance 
that  the  underlying  brain  is  abnormal.4  In  the 
most  extreme  expression  of  orbital 
hypotelorism,  cyclopia,  only  one  eye  is  found 
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in  the  central  region  of  the  face. 

Hemifacial  microsomia  is  one  of  the  more 
common  craniofacial  disorders  (1:5000  live 
births).  This  unilateral  disorder  varies  greatly 
in  its  severity  and  spectrum  of  deformities.  It 
may  include  abnormalities  of  the  middle  and 
external  ear,  the  mandible,  the  maxilla,  and 
the  facial  and  trigeminal  nerves,  as  well  as 
the  muscles  innervated  by  them.  Facial  paral- 
ysis may  be  present.  If  the  external  ear  is 
absent  or  severely  deformed,  it  is  ideally 
reconstructed  with  the  patient’s  own  tissues 
before  starting  school.  If  the  soft  tissue  deficit 
of  the  face  predominates  over  the  bony 
abnormality,  then  “filling  in”  the  affected  side 
of  the  face  in  the  subcutaneous  plane  with  a 
microvascular  free  transfer  of  de-epithelial- 
ized  skin  and  fascia  often  provides  a normal, 
lasting  facial  appearance.5  If  the  mandible 
and/or  maxilla  is  significantly  underdevel- 
oped, then  reconstruction  of  the  bone  is  rec- 
ommended. Formerly,  this  was  done  with 
osteotomies  and  bone  grafts.  Presently,  how- 
ever, distraction  osteogenesis,  a technique 
used  on  bones  of  the  extremities  by  orthope- 
dists for  many  years,  is  regarded  as  state-of- 
the-art  treatment.  The  advantages  of  this  tech- 
nique, which  involves  cutting  through  the 
bony  cortex  of  the  mandible  and  then  length- 
ening the  bone  one  millimeter  per  day  with  a 
metal  framework,  include  minimal  relapse 
and  the  formation  of  new  bone  and  soft  tis- 
sues.6 

The  technique  of  distraction  osteogenesis 
may  also  be  useful  in  the  treatment  of  Treach- 
er-Collins  syndrome.  The  entire  cheek  bone  is 
absent  in  the  complete  form  of  this  deformity, 
and  the  mandible  may  be  extremely  small. 
Abnormalities  of  the  external  and  middle  ear, 
lower  eyelids,  and  palate  are  also  frequent.  At 
the  present  time,  optimum  treatment  includes 
early  flap  reconstruction  of  the  lower  eyelid, 
distraction  osteogenesis  of  the  mandible  (ide- 
ally around  four  years  of  age),  cranial  bone 
grafting  of  the  rudimentary  zygoma,  and 
reconstruction  of  the  external  ear.67  Possible 
future  developments  include  the  use  of  dis- 
traction osteogenesis  for  correction  of  the 


zygomatic  deformity. 

Craniosynostosis  is  a condition  in  which  the 
fibrous  suture  between  two  bones  of  the  skull 
closes  before  it  is  supposed  to.  When  this 
happens,  the  bones  are  no  longer  able  to  grow 
out  from  the  suture  as  they  should.  Often,  one 
sees  compensational  growth  along  the  axis  of 
the  fused  suture,  at  right  angles  to  the  normal 
direction  of  growth;  this  sometimes  leads  to 
extremely  unusual  skull  shapes.  No  one 
knows  for  sure  what  causes  craniosynostosis, 
but  more  and  more  evidence  points  to  a prob- 
lem with  the  underlying  dura,  the  tough  mem- 
brane which  covers  the  brain,  and  not  a pri- 
mary problem  with  the  bone.8  Craniosynosto- 
sis is  not  a primary  condition  in  and  of  itself, 
but  is  a finding  which  may  be  present  in 
many  different  conditions.  There  are  two 
broad  classes  of  craniosynostosis.  In  simple 
craniosynostosis,  the  area  of  the  fused  suture 
or  sutures  is  the  only  abnormality  present, 
and  the  rest  of  the  skull  and  face  usually  are 
normal.  In  syndromic  craniosynostosis,  the 
base  of  the  skull  is  abnormal,  which  leads  to 
abnormal  growth  of  the  face.  Syndromes  with 
craniosynostosis  also  may  include  abnormali- 
ties in  other  body  systems,  such  as  the 
extremities,  the  spine,  the  brain,  etc. 

Craniosynostosis  can  cause  several  prob- 
lems. First,  if  cranial  growth  is  not  sufficient, 
excessive  pressure  may  be  exerted  upon  the 
developing  brain.  Although  the  exact  rela- 
tionship is  not  known,  it  is  felt  that  sustained 
pressure  on  a growing  brain  ultimately  results 
in  a lower  I.Q.9  Secondly,  in  syndromic  cran- 
iosynostosis, the  facial  skeleton  often  does 
not  grow  forward  normally,  which  may  lead 
to  problems  with  exposure  of  the  eyes  if  the 
eyelids  do  not  close  completely.  The  nasal 
airway  may  be  partially  or  completely 
occluded  due  to  the  failure  of  the  palate  to 
grow  forward  away  from  the  cranial  base. 
The  upper  teeth  are  often  situated  posterior  to 
the  lower  teeth  in  this  situation,  making  nor- 
mal mastication  difficult.  Finally,  the 
extremely  unusual  appearance  which  may 
result  from  simple  or  syndromic  craniosynos- 
tosis is  often  psychologically  disturbing  to 
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patients  and  parents. 

Simple  craniosynostosis  is  described  by  the 
name  of  the  fused  suture(s),  as  well  as  by  the 
skull  shape  which  is  produced.  Sagittal  syn- 
ostosis, the  most  common  form,  produces  a 
shape  known  as  scaphocephaly  (“boat  skull”). 
Unilateral  coronal  or  lambdoidal  synostosis 
causes  plagiocephaly  (“crooked  skull”), 
whereas  bilateral  coronal  synostosis  produces 
brachycephaly  (“short  skull”).  Multiple 
sutures  may  also  fuse  to  form  the  striking 
Kleeblattschadel  deformity  (“clover-leaf 
skull”). 

Elevated  intracranial  pressure  is  less  likely 
to  be  present  with  stenosis  of  only  one  suture 
(13  percent  chance),  but  when  multiple 
sutures  are  fused,  the  risk  goes  up  rapidly.9 
Experience  has  shown  that  with  the  possible 
exception  of  isolated  sagittal  suture  stenosis 
treated  within  the  first  two  months  of  life, 
simple  excision  of  the  affected  suture  is  not 
adequate  to  restore  a normal  skull  shape.10 
Usually  the  abnormal  region  of  the  skull  must 
be  removed  and  reshaped  in  order  to  restore 
normal  form.  This  is  usually  performed  from 
six  to  12  months  of  age  for  simple  craniosyn- 
ostosis. 

Deformities  of  the  posterior  skull  deserve 
special  consideration,  as  they  have  been  the 
subject  of  considerable  confusion  in  the  last 
few  years.  With  the  recent  recommendation 
to  place  infants  in  the  supine  position  to 
lessen  the  incidence  of  crib  death,  there  has 
been  a considerable  increase  in  the  reported 
incidence  of  posterior  skull  asymmetries.1112 
With  a few  exceptions,  this  has  not  been  due 
to  lambdoid  suture  synostosis,  which  is 
unusual  (three  percent  of  all  craniosynosto- 
sis), but  rather  to  positional  molding  of  the 
skull  from  the  infant  favoring  one  side  or  the 
other.13  The  spectrum  of  deformities  produced 
by  this  mechanism  ranges  from  mild  asym- 
metry, which  is  of  no  consequence,  to  quite 
noticeable  deformity  with  compensational 
changes  in  remote  areas  of  the  cranial  vault. 
If  detected  early  enough,  most  of  these 
changes  can  be  reversed  either  by  altering  the 
infant’s  positioning  (we  do  not  advocate 


prone  positioning,  but  instead  recommend  re- 
arranging the  environment  to  encourage  the 
infant  to  look  toward  his  other  side)  or  by  the 
application  of  customized  helmets,  which 
gently  mold  the  growing  skull  into  a normal 
shape.  If  gross  deformity  is  still  present  after 
infancy,  however,  surgery  may  be  required  to 
be  correct  the  condition,  even  if  no  craniosyn- 
ostosis is  present. 

Crouzon’s  syndrome  is  the  most  frequent 
syndrome  involving  craniosynostosis 
(1:25,000  births).14  The  coronal  sutures  are 
usually  involved,  but  the  sagittal  and  lamb- 
doid sutures  may  be  affected  as  well.  The 
abnormal  growth  of  the  sphenoid  bone  results 
in  posterior  positioning  of  the  upper  two- 
thirds  of  the  face,  often  with  marked  bulging 
of  the  eyes.  Orbital  hypertelorism  may  be 
present.  Abnormalities  of  the  cervical  spine 
may  be  part  of  the  syndrome,  with  resulting 
limitation  in  neck  motion.  Usually,  there  are 
no  anomalies  of  the  extremities.  Mental 
capacity  is  normal. 

Figure  1 illustrates  a two-month-old  infant 
with  Crouzon’s  syndrome  involving  the  coro- 
nal and  sagittal  sutures,  with  the  sagittal 
suture  stenosis  producing  the  elongated 
(“boat-shaped”)  appearance  of  the  head  noted 
on  the  lateral  view.  Her  intracranial  pressure 
was  felt  to  be  unacceptably  elevated  due  to 
the  presence  of  three  fused  sutures  and  a very 
tight  anterior  fontanelle,  and  very  early 
surgery  was  felt  to  be  indicated.  Extra  room 
was  provided  for  her  growing  brain  by  exci- 
sion of  the  sagittal  and  coronal  sutures,  and 
remodeling  of  the  anterior  one-half  of  the  cra- 
nial vault  (Figure  2). 

Patients  with  syndromic  craniosynostosis 
continue  to  have  abnormal  growth  of  the 
craniofacial  skeleton  after  surgery,  and  many 
will  need  several  procedures  during  their 
lives.  What  surgery  to  do  and  when  is  often 
dictated  by  which  of  the  above-mentioned 
problems  associated  with  craniosynostosis 
manifest,  and  at  what  time.  While  the  child  in 
the  previous  figure  has  had  her  elevated 
intracranial  pressure  relieved,  she  may  subse- 
quently require  another  early  procedure  to 
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Figure  1.  Crouzon’s  syndrome,  two  months  of  age, 
before  cranial  remodeling. 


Figure  2.  Crouzon’s  syndrome,  one  month  after 
surgery. 


reduce  the  exposure  of  her  eyes,  or  to  again 
increase  her  intracranial  volume.  If  her  eyes 
stay  relatively  well-protected,  the  safest  time 
to  perform  advancement  of  the  entire  skeleton 
of  the  face  and  forehead,  which  will  probably 
provide  the  best  aesthetic  correction  of  her 
condition,15  is  around  four  to  six  years  of  age, 
at  which  time  most  of  the  growth  of  the  cra- 
nial vault  and  upper  facial  skeleton  is  com- 
pleted.16 Advancement  of  her  upper  jaw  alone 
may  then  be  required  sometime  during  her 
teen  years. 

Apert’s  syndrome  is  the  second  most  fre- 
quent syndrome  associated  with  craniosynos- 
tosis  (1:50,000  births),  and  its  manifestations, 
while  superficially  similar  to  those  of 
Crouzon’s,  are  more  severe  and  widespread.14 
The  eyes  are  farther  apart,  the  face  is  flat- 
tened, and  the  palate  is  often  high  and  arched. 
Syndactyly  of  the  digits  of  all  extremities  is 
common.  Mental  development  is  sometimes 
normal,  but  is  frequently  low.  The  two-year 
old  child  with  Apert’s  syndrome  in  Figure  3 


demonstrates  the  severe  degree  of  ocular 
proptosis  which  may  be  present,  with  an  ulcer 
of  the  right  cornea  having  resulted  due  to 
inability  to  close  his  eyes.  His  nasal  airway  is 
completely  occluded,  and  he  has  had  a tra- 
cheostomy since  three  months  of  age.  Prior  to 
his  referral  to  our  team,  two  advancements  of 
his  frontal  bone  were  performed  in  an  effort 
to  protect  his  eyes,  but  his  proptosis  nonethe- 
less worsened.  The  severity  of  his  problems 
prompted  us  to  advance  the  entire  skeleton  of 
his  face  and  forehead  to  provide  protection 
for  his  eyes  and  to  improve  his  airway, 
despite  his  relatively  young  age  (Figure  4). 
He  will  probably  require  this  procedure  once 
more  during  his  childhood,  as  his  facial 
growth  will  continue  to  be  abnormal.  At  that 
time,  his  hypertelorism  will  be  corrected,  and 
a normal  facial  convexity  restored,  with  a 
procedure  called  facial  bipartition. 


Figure  3.  Apert’s  syndrome,  two  years  of  age,  before 
monoblock  fronto-facial  advancement. 


Figure  4.  Apert’s  syndrome,  one  month  after 
surgery. 
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Many  other  syndromes,  such  as  Pfeiffer’s, 
Saethre-Chotzen,  Carpenter’s,  and  Jackson- 
Weiss,  are  associated  with  craniosynostosis.17 
While  the  etiologies  of  these  syndromes  are 
generally  felt  to  be  multifactorial,  there  have 
recently  been  reports  of  associations  between 
particular  chromosomal  abnormalities  and 
certain  clinical  conditions,  such  as  abnormali- 
ties on  chromosome  lOq  in  cases  of 
Crouzon’s  syndrome.18  At  present,  however, 
these  studies  have  not  revealed  the  mecha- 
nisms through  which  the  chromosomal  abnor- 
malities (may)  influence  the  production  of  the 
clinical  syndromes. 

The  surgical  principles  and  techniques 
which  Tessier  pioneered  for  the  correction  of 
congenital  deformities  have  found  wide 
application  in  many  other  areas.  The  manage- 
ment of  facial  and  cranial  fractures  made  a 
quantum  leap  forward  following  the  discov- 
ery that  the  injured  craniofacial  skeleton 
could  heal  normally  after  being  stripped  of  its 
soft  tissue  and  reassembled.  The  use  of  auto- 
genous bone  grafts,  often  from  the  skull, 
enables  the  immediate  reconstruction  of 
many  severe  facial  injuries  in  which  the 
bones  are  too  severely  damaged  to  repair  pri- 
marily. The  ability  to  temporarily  remove 
large  segments  of  the  craniofacial  skeleton  en 
bloc  has  enabled  the  safe  extirpation  of  many 
previously  unresectable  tumors  growing  near 
the  base  of  the  skull,  often  without  the  need 
for  visible  facial  incisions.19 

The  technique  of  microvascular  free  tissue 
transfer,  first  performed  by  McLean  and 
Buncke  in  1969, 20  has  given  surgeons  another 
powerful  tool  to  help  reconstruct  congenital 
and  acquired  craniofacial  deformities.  Men- 
tion has  already  been  made  of  the  usefulness 
of  this  technique  in  the  correction  of  hemifa- 
cial microsomia.  The  marked  distortion  of  the 
facial  skeleton  and  soft  tissues  resulting  from 
radiation  therapy  during  childhood  may  also 
be  treated  by  the  microvascular  transfer  of 
healthy,  non-radiated  soft  tissue  and  bone  into 
the  area  of  deformity.5  Congenital  facial 
paralysis,  which  may  be  seen  in  hemifacial 
microsomia  (unilateral)  or  Mobius  syndrome 


(bilateral),  can  now  be  managed  with  the 
microvascular  transfer  of  a functioning  mus- 
cle (usually  the  gracilis  or  the  serratus  anteri- 
or) to  reanimate  the  paralyzed  face.21  While 
normal  facial  animation  cannot  presently  be 
achieved,  most  patients  develop  the  ability  to 
smile  naturally  during  social  interaction. 

SUMMARY 

Children  with  craniofacial  anomalies  com- 
prise a diverse  group  of  patients,  with  prob- 
lems involving  many  organ  systems.  In  the 
fairly  recent  past,  no  satisfactory  treatment 
was  available  for  many  of  these  problems. 
Through  the  contributions  of  Tessier  and 
many  other  innovators,  however,  multidisci- 
plinary groups  such  as  the  Medical  University 
of  South  Carolina’s  Craniofacial  Team  are 
now  able  to  offer  substantial  improvement  to 
many  patients  with  congenital  or  acquired 
deformities  of  the  craniofacial  region.  The 
best  reconstruction  for  any  given  patient  can 
be  determined  only  after  a careful  analysis  of 
the  patient’s  problems  and  the  patient’s  and 
family’s  wishes.  Using  this  approach,  we  are 
able  to  help  many  patients  significantly.  As 
we  treat  today’s  patients,  however,  we  must 
continue  to  critically  assess  our  results  and 
improve  our  methods,  for  only  through  this 
process  will  tomorrow’s  patients  enjoy  even 
better  outcomes  than  today’s.  □ 
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MEDICARE  UPDATE 


September  1997 


New  HCFA  855  Enrollment  Forms:  The  Health  Care 
Financing  Administration  (HCFA)  has  revised  the  Gen- 
eral HCFA  855  Enrollment  Form  and  created  two  new 
forms,  the  HCFA  855-G  and  the  HCFA  855-C. 

• HCFA  855  Form:  The  revised,  general  HCFA  855 
form  is  used  to  enroll  all  new  providers. 

• HCFA  855-G  Form:  For  an  individual  wishing  to  join 
a group  practice  as  an  employee,  the  new  HCFA  855- 
G must  also  be  completed.  This  new  form  replaces 
the  “Reassignment  of  Benefits”  form.  An  individual 
joining  a group  practice  as  an  independent  contrac- 
tor will  not  complete  the  HCFA  855-G  form. 

• HCFA  855-C  Form:  The  new  HCFA  855-C  form 
should  be  used  to  report  any  changes  of  information, 
such  as  an  address,  once  you  are  enrolled. 

As  of  October  1,  1997,  Medicare  will  no  longer  accept 
any  other  enrollment  forms.  Until  that  date,  you  may  use 
the  forms  you  have  in  your  office.  After  September  25, 
1997,  you  must  remove  all  previous  materials  for 
Medicare  Part  B from  your  file.  The  new  provider  enroll- 
ment forms  may  be  obtained  by  calling  the  Medicare  Part 
B Provider  Service  Center  at  (803 ) 788-5568  or  writing 
to  Medicare  PartB  Provider  Service  Center,  AB-1 70,  Pal- 
metto Government  Benefits  Administrators,  PO  Box 
100190,  Columbia,  SC  29202-3190. 

Interest  Rate  Update:  HCFA  has  changed  the  interest  rate 
that  Medicare  applies  to  clean  claims  not  paid  within  30 
days  to  6.75  percent  effective  July  1, 1997.  The  interest 
rate  Medicare  charges  when  Medicare  has  overpaid 
providers  or  suppliers,  when  an  insurance  company 
should  have  paid  primary,  or  when  an  attorney  or  bene- 
ficiary owes  delinquent  liability  money  has  changed  to 
13.75  percent  effective  July  25, 1997. 


Medicare  Covers  Flu  Shots:  Medicare  covers  one  flu  shot 
per  flu  season.  For  example,  if  a beneficiary  receives  a flu 
shot  in  December  1996  and  another  in  September  1997, 
Medicare  covers  both  shots.  Medicare  occasionally  will 
cover  more  than  one  flu  shot  in  a flu  season  if  it  is  med- 
ically necessary  and  is  based  on  guidelines  from  the  Cen- 
ters for  Disease  Control  and  Prevention  (CDC).  Medicare 
does  not  define  the  flu  season;  however,  the  vaccine  is  usu- 
ally available  September  through  January. 

Mass  immunizers  providing  shots  at  vaccination  clinics 
may  not  collect  donations  from  Medicare  beneficiaries 
for  flu  or  pneumococcal  shots.  All  providers  of  services, 
including  mass  immunizers,  must  submit  claims  to 
Medicare  for  flu  and  pneumococcal  vaccinations  given 
to  beneficiaries. 

Medicare’s  Tod  Ten  List:  Medical  Necessity:  Medicare 
hopes  to  reduce  the  number  of  claims  denied  for  not  being 
medically  necessary  with  the  following  tip:  Remittance 
codes  CO-50  states  “These  are  non-covered  services 
because  this  is  not  deemed  a ‘medical  necessity’  by  the 
payer.”  When  you  receive  a denial  with  remittance  code 
CO-50,  you  can  take  the  following  steps  to  seek  reim- 
bursement: 

1 . Send  the  claim  in  with  documentation  to  support  the 
medical  necessity  of  the  service. 

2.  If  you  believe  that  the  service  will  be  denied  for  not 
being  medically  necessary,  file  it  with  the  GA  mod- 
ifier and  have  the  beneficiary  sign  a waiver  of  lia- 
bility. Then,  when  Medicare  denies  the  service  as 
not  being  medically  necessary,  you  will  be  able  tc 
bill  the  beneficiary.  For  more  infomiation  about 
waiver,  refer  to  page  117  of  the  Professional  Ser- 
vices Manual. 

□ 


MEDICAID  UPDATE 


Medicaid  Managed  Care  Update:  In  an  effort  to  promote  access  to  care  and  to  establish  a medical  home  for  Medic- 
aid eligible  children,  the  Department  of  Health  and  Human  Services  will  implement  the  Health  Options  Program  (HOP). 
To  participate,  providers  must  sign  and  accept  the  terms  of  the  HOP  Enrollment  Agreement.  A Medicaid  bulletin  cov- 
ering this  information  is  forthcoming. 


Upstate  expansion  of  the  Physicians  Enhanced  Program  (PEP)  will  begin  Fall  1997  in  the  following  counties:  Abbeville, 
Anderson,  Oconee,  Pickens,  Saluda,  Spartanburg,  and  Union.  Community  meetings  have  been  scheduled  to  explain 
the  PEP  and  provide  valuable  information  on  the  program  to  potential  PEP  providers  and  other  interested  parties.  There 
will  be  three  meetings.  Please  note  the  time  and  locations  listed  below: 


September  24, 1997  at  7:00  p.m. 
Greenville  Hospital  Center 
Medical  Staff  Auditorium 
701  Grove  Road,  Greenville 


September  25, 1997  at  7:30  am. 
Spartanburg  Regional  Medical  Center 
Tyner  Auditorium  (Third  Floor) 

101  East  Wood  Road,  Spartanburg 


September  30, 1997  at  10:00  a.m. 
Self  Memorial  Hospital 
Classroom  1 (Sixth  Floor) 

1 325  Spring  Street,  Greenwood 


PCN  UPDATE 


Physicians  Care  Network  (PCN)  has  over  42,930  covered 
lives.  Provider  participation  includes  over  4,737  physi- 
cians and  442  ancillary  providers.  With  the  addition  of 
Cannon  Memorial  Hospital  on  July  4, 1997,  PCN  now  has 
74  participating  hospitals.  PCN’s  new  groups  include: 

• Scotsman  Industries  in  Fairfax;  effective  8/1/97; 
Hospital  Access/Peer  Review. 

• Shaw  Lumber  Company  in  Sumter,  effective  8/1/97; 
Access/Peer  Review. 

• Beaufort  Hospital  employees  in  Beaufort;  effective 
9/1/97;  Access/Utilization  Review. 

• Conway  Hospital  in  Conway;  effective  9/1/97; 
Shared  Risk  product. 

PROVIDER  ALERT 

As  a participating  physician,  please  remember  that  you  have 
agreed  to  accept  as  payment  in  full  for  covered  services 


rendered  to  a covered  individual  the  fee  as  approved  by 
PCN.  You  may  only  bill  the  covered  individual  for  any 
copayment,  deductible,  or  coinsurance  as  approved  by  PCN. 

REMINDER 

PCN  must  rely  on  you  for  correct  information.  Please 
notify  PCN  immediately  when  a physician  terminates 
from  your  practice  or  when  you  add  a new  physician  to 
your  practice.  Also,  if  you  have  a tax  identification  num- 
ber change  or  a change  of  address,  prompt  notification 
to  PCN  will  help  to  avoid  delays  in  claims  payments. 
Customer  service  may  be  reached  from  8:00  a.m. -5:00 
p.m.  Monday  thru  Friday  at  (800)  340-7494. 

If  you  have  questions  about  PCN,  please  contact  Cindy 
Osborn,  Network  Coordinator,  PCN  at  (803 ) 798-6207 , 
extension  257  or  statewide  at  1-800-327-1021 . You  can 
also  send  an  e-mail  message  to  cindy@scmanet.org.  □ 


FIRST  ANNUAL  SCMA  FAMILY  CRUISE  VACATION 


The  South  Carolina  Medical  Association  (SCMA),  Carnival  Cruise  Lines,  and  Forest  Lake  Travel  are  proud  to  offer 
to  SCMA  members,  their  employees  and  family  members  the  First  Annual  SCMA  Family  Cmise 
Vacation  aboard  the  SuperLiner  Imagination.  This  seven  day  Western  Caribbean  Cruise 
to  Cozumel,  Grand  Cayman,  and  Jamaica  is  scheduled  to  depart  Miami  on 
July  25,  1998.  We  want  you  and  your  family  to  be  on  board. 


For  more  information  on  the  special  terms  that  SCMA  has  negotiated  for  you, 
please  contact  Daisy  Bouknight  at  F orest  Lake  Travel  (803)  738-1520  or  (800)  554-8728,  extension  204  and  ask  about 
the  First  Annual  SCMA  Family  Cruise  Vacation. 
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UPCOMING  SCMA  WORKSHOPS 

Medical  Terminology 

This  one-day  course  will  familiarize  attendees  with  the  basics  of  medical  terminology  and  will  focus  on  one  or  two 
of  the  body  systems  of  greatest  interest  to  the  audience.  Included  will  be  discussion  of  the  relevant  medical  and  sur- 
gical terms,  organs  and  body  structure  of  the  system(s)  which  has  (have)  been  selected  as  the  primary  focus.  This 
workshop  is  geared  toward  medical  office  and  administrative  staff  who  encounter  medical  terminology  in  their  work 
and  want  to  increase  their  understanding  thereof.  Register  by  September  30, 1997. 

9:00  a.m.  - 4:00  p.m.;  Registration:  8:30  a.m. 

Columbia:  October  14, 1997,  Sheraton  Hotel  and  Conference  Center 

Understanding  Practice  Expenses  and  Determining  the  Cost  of  Services 

Most  medical  practices  have  no  idea  what  it  costs  to  “open  the  doors”  each  day,  much  less  the  cost  of  any  specific 
service  they  provide.  This  seminar  will  address  the  importance  of  pmdent  overhead  management  and  the  reduction 
of  expenses,  as  well  as  provide  techniques  and  tools  to  help  practice  and  physician  managers  determine  the  cost  of 
providing  services.  Register  by  October  14, 1997. 

9:00  a.m.  - 4:00  p.m.:  Registration:  8:30  a.m. 

Columbia:  October  28, 1997 , Sheraton  Hotel  and  Conference  Center 

Space  in  each  program  is  limited,  so  be  sure  to  register  early.  If  you  have  any  questions,  please  call  Melissa  Hamby 
at  ( 803 ) 798-6207,  extension  253  in  Columbia  or  statewide  at  1-800-327-1021 . You  may  also  send  an  e-mail  mes- 
sage to  melissa@scmanet.org. 


RISK  MANAGEMENT  PROGRAM  FOR  NEW  PHYSICIANS 

The  next  Risk  Management  Program  for  newly  licensed  physicians  will  be  held  at  South  Carolina  Medical  Associ- 
ation (SCMA)  headquarters  on  Friday,  October  24, 1997.  This  program  is  sponsored  by  the  Joint  Underwriting  Asso- 
ciation (JUA)/SCMA  Physicians  Risk  Management  Committee  for  physicians  entering  their  first  or  second  year  of 
practice.  Attendance  at  the  program  will  enable  new  physicians  in  their  first  year  of  practice  to  obtain  a 50  percent 
reduction  in  their  JUA  and  Patient  Compensation  Fund  (PCF)  professional  liability  premium  and  a 25  percent  reduc- 
tion for  the  second  year. 

There  is  no  registration  fee.  To  register,  contact  Cindy  Osborn,  SCMA  at  (803)  798-6207,  extension  257  or  statewide 
at  1-800-327-1021 . You  may  also  send  an  e-mail  message  to  cindy@scmanet.org.  □ 


CAPSULES 

The  South  Carolina  Chapter  of  the  American  Academy  of  Pediatrics  (AAP)  honored  three  distinguished  South 
Carolinians  at  its  annual  meeting.  John  R.  Paul,  Jr.,  MD , from  Charleston  received  the  1997  Career 
Achievement  Award  for  his  superior  accomplishments  in  the  field  of  medicine.  Douglas  E.  Bryant , 
Commissioner  of  the  South  Carolina  Department  of  Health  and  Environmental  Control,  was  named  Child 
Advocate  of  the  Year  for  his  contributions  to  the  health  and  well-being  of  South  Carolina’s  children.  Ms. 
Deborah  A.  Shealy , Director  of  External  Affairs  for  the  South  Carolina  Medical  Association,  received  the 
President’s  Award  for  her  outstanding  service  to  the  chapter  and  its  activities.  Ms.  Shealy  also  received  a 
citation  form  the  American  Academy  of  Pediatrics  for  her  service  to  the  state  chapter.  The  South  Carolina 
Chapter  of  AAP  received  the  American  Academy  of  Pediatrics  Award  for  Excellence. 
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SCMA  PRACTICE  MANAGEMENT  SERVICES,  INC.  UPDATE 

The  call  came  in  late  in  the  afternoon.  The  physician  calling  clearly  had  a rough  day.  A physician  friend  had  previ- 
ously used  the  services  of  SCMA  Practice  Management  Services,  Inc.  (SCMA  PMSI)  and  recommended  that  this 
physician  contact  us.  The  physician,  in  a fatigued  voice,  said  he  seemed  to  be  working  harder,  but  enjoying  it  less. 
He  asked  what  services  SCMA  PMSI  offered  that  might  benefit  his  practice.  Here’s  what  we  told  him: 

We  said  that  SCMA  PMSI  had  one  goal — to  provide  competitively  priced,  physician-focused  practice  management 
services.  Our  philosophy  is  simple:  “Putting  Physicians  First.’’  We  told  the  caller  that  because  we  are  affiliated  with 
the  SCMA,  he  could  be  sure  that  SCMA  PMSI’s  only  objective  was  to  serve  his  interests.  Here  are  some  of  our  ser- 
vices that  we  told  the  caller  about: 

INFORMATION  TECHNOLOGY  SERVICES 

• Evaluation  of  current  computer  system 

• Assessment  of  upgrade  options  with  cost  analysis 

• Computerized  patient  records  consulting 

OPERATIONAL  AND  FINANCIAL  CONSULTING 

• Evaluation  of  coding,  accounts  receivable  and  collection  practices 

• Development  of  revenue  enhancement  strategies 

• Analysis  of  overhead  and  expenses 

• Assessment  of  managed  care  reimbursement 

MANAGED  CARE  CONTRACT  REVIEW 

• Review  of  proposed  managed  care  contracts,  with  written  comments  and  recommendations 

STRATEGIC  PLANNING 

• Analysis  of  merger/acquisition  options 

• Group  formation  strategies 

• Business  plan  development 

The  caller  thanked  us  for  this  infomiation.  He  said  he  felt  better  already,  knowing  there  was  somebody  out  there  who 
was  on  his  side  and  who  could  help  him. 

For  more  information  on  any  of  the  services  of  SCMA  PMSI,  contact  Stephen  Seeling  at  (803)  798-6207,  extension 
260  or  1-800-327-1021  statewide.  You  may  also  send  an  e-mail  message  to  stephen@scmanet.org. 


FORMER  INSPECTOR  GENERAL  TO  ADDRESS  CORPORATE  COMPLIANCE 

In  the  wake  of  massive  ongoing  federal  investigation  of  health  care  fraud,  PHT  Services,  Ltd,  is  sponsoring  a ses- 
sion on  corporate  compliance  at  this  year’s  TAP  Conference  on  Hilton  Head  Island,  September  26-27,  1997,  at  the 
Hyatt  Regency.  The  session  on  corporate  compliance  is  scheduled  for  Saturday,  September  27,  from  8:00-10:00  a.m. 
It  will  feature  Richard  P.  Kusserow,  fomier  inspector  general  of  the  US  Department  of  Health  and  Human  Services, 
and  James  Sheehan,  Chief  of  Civil  Division,  US  Department  of  Justice,  eastern  district  of  Pennsylvania.  □ 


MARK  YOUR  CALENDARS! 


The  South  Carolina  Medical  Association’s  Annual  Meeting  and  Scientific  Assembly  is  scheduled 
for  April  23-26, 1998,  at  the  Charleston  Place  Hotel,  Charleston,  South  Carolina. 


4 


TREATMENT  OF  TOXIC  EPIDERMAL 
NECROLYSIS  IN  A BURN  CENTER 

DABNEY  R.  YARBROUGH,  III,  M.  D„  F.  A.  C.  S * 


Toxic  epidermal  necrolysis  syndrome  (TENS, 
Lyell’s  syndrome)  is  a disease  of  sudden 
onset  and  rapid  progression  which  all  too 
often  culminates  in  a fatal  outcome.  The  ill- 
ness is  usually  iatrogenic:  a reaction  to  a 
commonly  prescribed  drug.  The  characteristic 
cutaneous  injury  of  TENS  together  with  the 
frequent  complications  of  extensive  fluid 
losses,  sepsis,  and  multiple  organ  failure  has 
resulted  in  the  development  of  treatment  regi- 
mens similar  to  those  used  for  extensive 
burns.1,23  Due  to  the  clinical  similarities 
between  extensive  second-degree  burns  and 
TENS,  it  has  become  increasingly  widely 
accepted  that  TENS  patients  may  best  be 
treated  in  burn  units.4,5,6  This  report  is  a 
description  of  the  management  and  outcome 
of  a series  of  patients  with  TENS  treated  by 
the  author  in  the  Medical  University  of  South 
Carolina  Burn  Center. 

CLINICAL  MATERIAL  AND  METHODS 

Sixteen  patients  with  TENS  have  been 
referred  for  treatment  to  the  MUSC  Burn 
Center  since  1986.  The  diagnosis  was  made 
by  history  and  clinical  findings.  Confirmatory 
skin  biopsy  was  performed  in  11  patients. 
Any  medications  known  to  be  associated  with 
TENS  were  immediately  discontinued. 
Patients  were  treated  by  fluid  resuscitation, 
early  extensive  wound  cleansing,  and 
debridement  and  placement  of  cadaver  allo- 
grafts (11  cases)  or  porcine  xenografts  (five 
cases)  on  all  denuded  skin  areas.  Intensive 
nutritional  support  was  begun  immediately. 
No  prophylactic  antibiotics  were  used. 

Seven  patients  had  been  started  on  steroids 
for  treatment  of  TENS  prior  to  referral,  and 
these  were  discontinued  in  all  cases.  Mainte- 


*Dr. Yarbrough  passed  away  on  June  27,  1997. 


nance  steroids  were  continued  in  one  patient 
who  had  been  on  long-term  therapy  for 
rheumatoid  arthritis.  Daily  dressing  changes 
were  carried  out  and  non-adherent  allografts 
or  xenografts  were  replaced  at  each  dressing 
change.  This  regimen  was  continued  until  all 
wounds  were  reepithelialized.  No  topical 
antimicrobials  were  used.  All  patients 
received  stress  ulcer  prophylaxis  (H2  block- 
ers and  antacids).  Early  physical  therapy  was 
initiated  in  all  patients  and  continued 
throughout  the  hospital  stay. 

The  average  age  of  the  16  patients  treated 
was  47  years  with  a range  of  16-94  years. 
There  were  12  females  and  four  males.  The 
extent  of  body  surface  involvement  ranged 
from  45  to  100  percent,  averaging  80  percent. 
In  addition  to  the  skin  involvement,  mucus 
membranes  were  involved  (conjunctivae, 
orpharynx,  esophagus  or  genital  tract)  in  all 
cases. 

Drugs  being  taken  by  this  group  of  patients 
which  appeared  temporally  related  to  the 
onset  of  TENS  or  which  frequently  have  been 
incriminated  as  a cause  of  TENS  included 
dilantin  (seven  cases),  erythromycin  (four 
cases),  a nonsteroidal  anti-inflammatory  drug 
(one  case),  allopurinol  (two  cases),  sulfon- 
amides (one  case),  tegretol  (three  cases),  and 
Lamotrigine  (one  case).  Several  of  the 
patients  were  taking  more  than  one  drug 
which  may  be  associated  with  TENS.  No 
patient  was  HIV-positive. 

The  overall  mortality  rate  was  25  percent 
with  12  of  16  patients  surviving.  Of  the  four 
patients  who  died,  two  had  involvement  of 
the  entire  skin  surface  (100  percent  BSA)  as 
well  as  extensive  mucus  membrane  involve- 
ment. One  of  these  two  patients  was  admitted 
in  terminal  sepsis  and  died  within  a few  hours 
of  admission.  A third  patient  who  died  had  an 
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incurable  brain  tumor  and  was  DNR  status. 
The  fourth  death  was  a 94-year-old  patient 
with  involvement  of  90  percent  of  the  body 
surface  area.  All  four  deaths  were  due  to  sep- 
sis and  multiple  organ  failure.  Three  patients 
had  significant  tracheo-bronchial  mucosal 
involvement,  two  of  whom  died,  and  one 
patient  had  esophageal  involvement  diag- 
nosed by  endoscopy.  Gastric,  small  bowel  or 
colon  involvement  was  not  apparent  in  any 
case;  however,  only  one  of  the  patients  under- 
went endoscopy  and  none  had  contrast  stud- 
ies of  the  GI  tract. 

The  average  length  of  hospital  stay  was  1 8 
days  in  survivors  (range  five  to  67  days). 
Wound  healing  was  complete  in  all  survivors 
with  an  average  time  to  complete  reepithelial- 
ization  of  approximately  16  days  from  the 
time  of  onset  of  the  cutaneous  manifestations 
of  TENS.  No  patient  required  skin  grafting. 
There  was  minimal  associated  scarring  and 
no  functional  deficits  secondary  to  scar  con- 
tractures. 

DISCUSSION 

The  classification  of  the  various  acute  exfo- 
liative skin  disorders  remains  somewhat  con- 
fusing.784-9 Although  the  staphylococcal  scald- 
ed skin  syndrome  (SSSS,  Ritter-Lyell  syn- 
drome) is  clearly  a separate  entity,  its  clinical 
presentation  may  resemble  superficially  the 
erythema  multiforme  (EM)  group  of  diseases. 
The  SSSS  is  caused  by  an  exfoliative  staphy- 
lococcal exotoxin  resulting  in  superficial 
intraepidermal  separation.7-9  It  usually  occurs 
in  infants,  young  children  or  immunocompro- 
mised adults.  This  syndrome  ordinarily  does 
not  result  in  the  massive  weeping  skin  wound 
so  characteristic  of  TENS.  SSSS  may  be 
defined  clinically  by  the  clinical  findings,  the 
patient’s  age,  skin  and  nasopharyngeal  smear, 
and  culture  and  skin  biopsy  in  questionable 
cases.7 

The  EM  group  of  diseases,  however,  are  not 
so  clearly  definable.  In  many  publications, 
the  categorization  is  based  primarily  on  the 
extent  of  the  body  surface  involved  with 
involvement  of  more  than  30  percent  of  the 


body  surface  being  classified  as  TENS.611 
Most  authorities  include  in  the  EM  group  of 
diseases  EM  major,  Stevens-Johnson  syn- 
drome (SJS)  and  TENS.  In  contrast  to  SSSS, 
all  are  characterized  by  a deeper  level  of  skin 
involvement  with  separation  occurring  at  the 
dermo-epidermal  junction.  As  numerous 
authors  have  pointed  out,  it  is  possible  that 
EM,  SJS  and  TENS  represent  a continuum  of 
the  same  disease  process.8-919-20-21 

Several  investigators  have  described  exten- 
sive lymphocytic  infiltration  of  the  skin  along 
the  dermo-epidermal  junction  in  patients  with 
TENS.  The  majority  of  these  lymphocytes 
appear  to  be  of  the  CD8  supressor-cytotoxic 
type.81213  As  well,  many  affected  individuals 
appear  to  have  a decreased  ability  to  detoxify 
certain  reactive  drug  metabolites.14  Thus, 
alteration  of  epidermal  cells  by  these  metabo- 
lites has  been  suggested  to  result  in  antigen 
formation  stimulating  an  immune 
response. 121314  In  any  event,  the  CD8  lympho- 
cyte appears  to  be  an  important  mediator  of 
the  cutaneous  damage.  The  consensus  of 
investigators  seems  to  be  that  TENS  results 
from  a cell-mediated  immune  reaction.  The 
principal  target  organs  are  skin  and  mucus 
membranes  although  cases  have  been  report- 
ed involving  small  bowel,  colon,  tracheo- 
bronchial mucosa,  and  possibly  even  biliary 
ductal  epithelium. 151617 

The  onset  of  the  illness  is  usually  marked 
by  rapidly  spreading  cutaneous  erythema  pro- 
gressing to  blistering  and  accompanied  by 
chills,  fever,  and  malaise.  The  full-blown  syn- 
drome usually  develops  within  72  hours  of 
appearance  of  the  first  symptoms.  Target- 
shaped skin  lesions  are  ordinarily  associated 
with  EM  major  and  are  usually  not  seen  in 
TENS.81819  The  designation  of  SJS  is  usually 
reserved  for  patients  exhibiting  target-shaped 
skin  lesions  and  mucosal  ulcerations.  The 
extent  of  the  skin  involvement  is  characteris- 
tically much  less  than  in  TENS.  All  three  of 
these  diseases  are  usually  associated  with  the 
recent  ingestion  of  such  drugs  as  NSAIDS. 
penicillin,  tetracyclines,  sulfonamides,  ery- 
thromycin, phenobarbital,  phenolpthalein. 
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phenytoin,  and  allopurinol.8-1819-20  Patients  with 
AIDS  have  been  reported  to  have  an 
increased  incidence  of  TENS-like  reactions  to 
various  drugs,  especially  sulfonamides.8 

Mortality  in  most  instances  is  related  to 
sepsis  and  multiple  organ  failure.  Mortality 
rates  ranging  from  25  percent  to  80  percent 
and  averaging  approximately  40  percent  have 
been  reported. 2-34-8-22-23  Due  to  the  many  simi- 
larities in  pathophysiology  and  treatment  to 
extensive  second-degree  burns,  enthusiasm 
for  treating  patients  with  TENS  on  bum  units 
has  grown  over  the  past  few  years,  and  sever- 
al burn  centers  have  reported  significant 
reductions  in  mortality  in  so  doing.4-5-6  Addi- 
tionally, the  use  of  allografts  and  xenografts 
as  biologic  wound  dressings  seems  to  have 
contributed  to  the  reported  reduction  in  mor- 
tality.2-3-4-21  Successful  wound  management  has 
also  been  reported  using  Silver  Sulfadi- 
azine.1-26 Due  to  the  frequent  association  of 
TENS  with  sulfa  drugs,  we  have  been  reluc- 
tant to  use  silver  sulfadiazine  in  the  treatment 
of  this  disorder.  Although  some  authors  have 
advocated  the  use  of  steroids  in  the  manage- 
ment of  TENS,  most  recent  studies  indicate 
that  steroids  are  not  helpful  and  moreover 
may  be  harmful. I-2-3-5  Undoubtedly  the  level  of 
critical  care  and  wound  care  expertise  afford- 
ed by  treatment  in  bum  units  has  been  a very 
important  factor  in  lowering  the  mortality  of 
the  disease. 

SUMMARY 

The  toxic  epidermal  necrolysis  syndrome 
(TENS)  is  one  of  several  clinically  similar 
severe  acute  exfoliative  skin  disorders  which 
have  become  of  increasing  interest  to  burn 
surgeons  in  recent  years.  Recognition  of  a 
clinical  course  similar  to  extensive  second- 
degree  bums  has  resulted  in  the  development 
of  treatment  protocols  which  are  best  carried 
out  in  a bum  unit  by  personnel  experienced  in 
critical  care  techniques,  the  management  of 
major  fluid  and  electrolyte  derangements,  the 
intensive  nutritional  support  of  critically  ill 
patients,  and  the  management  of  extensive 
cutaneous  injuries  with  ready  access  to  bio- 


logic wound  dressings  (homografts, 
xenografts).  Current  evidence  suggests  that 
TENS  is  a CD8  lymphocyte  mediated  reac- 
tion triggered  by  exposure  to  certain  dmgs  in 
most  instances.  The  target  organs  of  the 
immune  reaction  are  skin  and  mucus  mem- 
branes. Treatment  in  burn  units  appears  to 
have  contributed  significantly  to  the  increas- 
ing survival  of  patients  with  this  devastating 
and  potentially  lethal  illness.  □ 
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Editorials 

EVIDENCE-BASED  MEDICINE:  TRY  IT,  YOU’LL  LIKE  IT 


Consider  the  following  scenario.  An  87- 
year-old  woman  with  known  severe  bilateral 
carotid  artery  disease  and  diverticulosis  of  the 
colon  is  admitted  to  your  service  with  lower 
gastrointestinal  bleeding.  You  give  her  three 
units  of  packed  red  blood  cells,  and  by  the 
third  hospital  day  the  bleeding  has  stopped. 
Colonoscopy  confirms  diverticulosis,  nothing 
more.  Your  gastroenterology  and  general 
surgery  consultants  advise  against  surgery, 
suggest  a “probably  good”  prognosis,  and 
indicate  that  they  will  be  happy  to  see  her  in 
the  future  should  the  problem  recur.  It’s  now 
up  to  you  to  discuss  prognosis  with  the 
patient’s  three  concerned  daughters,  two  of 
whom  have  come  from  afar.  You  recite  what 
the  consultants  told  you,  but  feel  vaguely 
dissatisfied  with  your  performance  since  it’s 
clear  that  the  daughters’  anxiety  is  far  from 
assuaged. 

Looking  at  your  watch,  you  note  a 20- 
minute  window  before  the  medical  staff 
meeting.  You  stop  by  the  library,  log  onto 
MEDLINE,  and  type  in  “diverticulosis,” 
“gastrointestinal  bleeding,”  and  “elderly.” 
You  specify  AND  (not  OR)  and  press 
SEARCH.  You  get  10  abstracts  of  articles 
published  between  1993  and  1997,  of  which 
the  best  seems  to  be  a study  in  Diseases  of  the 
Colon  and  Rectum  of  1 1 5 consecutive  elderly 
patients  admitted  to  the  Department  of 
Surgery  at  St.  Louis  University  School  of 
Medicine  in  Missouri.1  The  30-day  mortality 
was  three  of  94  (four  percent)  for  patients 
who  were  managed  without  surgery  and  two 
of  2 1 (nine  percent)  for  patients  who  required 
intestinal  resection.  The  entire  search  and 
print  process  took  10  minutes,  including  the 
“gotta  minute?”  interruption  by  a colleague  as 
you  hovered  over  the  computer.  You  go  back 
and  present  these  facts  to  the  daughters. 


Hurrying  off  to  your  meeting,  your  smile 
reflects  the  daughters’  growing  confidence 
that  their  mom  is  in  good  hands. 

This  story  in  its  outline  form  is  familiar  to 
all  of  us,  for  we’ve  always  read  about  our 
patients’  problems.  But  an  abundance  of  data 
indicates  that  we  don’t  do  it  often  enough  or 
wisely  enough.  We  don’t  make  the  best  use  of 
the  results  of  published  randomized, 
prospective,  double-blind  trials.  We  don’t 
make  the  best  use  of  structured  reviews  and 
meta-analyses  of  the  literature.  We  don’t 
come  away  from  our  continuing  medical 
education  (CME)  seminars  confident  that 
what  we  heard  will  make  a difference.  And 
small  wonder — the  unwieldy  medical 
literature  keeps  growing  to  the  extent  that 
even  sub-sub-subspecialists  find  it  hard  to 
stay  current.  But  on  the  other  hand,  the 
Internet  now  puts  medical  knowledge  even  of 
the  most  sophisticated  kind  squarely  in  the 
public  domain,  there  for  the  downloading  by 
anyone  with  a personal  computer  and  a 
modem.  Hence  the  familiar  refrain:  If  we 
don’t  do  it  well,  others  will  do  it  for  us. 

The  new  shibboleth  for  this  kind  of  activity 
is  “evidence-based  medicine”  or  “EBM,”  a 
term  coined  by  physicians  working  mainly  at 
McMaster  University  in  Hamilton,  Ontario 
and  at  Oxford  University  in  England.  The 
basic  concept  is  hardly  new.  It  hearkens  back 
especially  to  the  work  of  the  great  French 
clinician  Pierre-Charles-Alexandre  Louis 
(1787-1872),  who  using  what  he  called  the 
“numerical  method”  showed  that  bloodletting 
did  not  help  patients  with  pneumonia  (indeed, 
quite  to  the  contrary!).  Medicine,  like  other 
fields,  has  always  moved  forward  mainly 
because  individuals  here  and  there  asked 
critical  questions  instead  of  doing  things  as 
they’d  always  been  done.  But  an  international 
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movement  geared  toward  rational  diagnosis 
and  treatment  now  gains  momentum.  In 
Germany,  it  is  suggested  that  “not  only 
should  the  underlying  principles,  aims, 
methods,  and  techniques  of  EBM  be 
considered  in  clinical  practice  and  primary 
care.  . . . They  should  also  be  emphasized 
during  medical  training  and  postgraduate 
education  and  in  the  needs-oriented 
distribution  of  scarcening  resources.”2  In 
Italy,  it  is  suggested  that  “evidence-based 
medicine  is  an  emerging  paradigm  of  clinical 
practice:  promoted  by  the  formulation  of 
specific  problems,  it  is  implemented  by  the 
collection,  interpretation,  and  integration  of 
research-derived  evidence.”3  Moreover, 
various  studies  indicate  significant 
international  variations  in  patterns  of  care — 
for  example,  in  the  extent  of  utilization  of 
expensive  procedures  such  as  percutaneous 


coronary  revascularization  (PTCA)4 — that 
will  inevitably  attract  the  attention  of  those 
who  finance  medical  care.  In  short,  we  must 
take  note. 

What  is  it?  Here’s  a concise  definition  by 
the  authors  of  a new,  inexpensive  handbook 
on  how  to  practice  and  teach  EBM: 

Evidence-based  medicine. ..is  the 
conscientious,  explicit  and  judicious  use 
of  current  best  evidence  in  making 
decisions  about  the  care  of  individual 
patients.  ...The  practice  of  EBM  is  a 
process  of  life-long,  self-directed  learning 
in  which  caring  for  our  own  patients 
creates  the  need  for  clinically  important 
information  about  diagnosis,  prognosis, 
therapy  and  other  clinical  and  health  care 
issues,  and  in  which  we: 

1.  convert  these  information  needs  into 


EVIDENCE-BASED  MEDICINE:  SOME  USEFUL  WEBSITES  AND  TERMS 

Website  or  Term 

Comments 

http://igm.nlm.nih.gov/ 

http://him.mcmaster.ca/ 

http://him.mcmaster.ca/ebm/ 

userguide/default.htm/ 

http://cebm.jr2.ox.ac.uk/ 

Access  to  the  National  Library  of  Medicine’s  Internet  Grateful  Med 
Website  for  McMaster  University’s  Health  Information  Research 
Unit 

Access  to  the  series  of  Users’  Guide  to  the  Medical  Literature 
originally  published  in  The  Journal  of  the  American  Medical 
Association 

Website  for  Oxford  University’s  Center  for  Evidence-Based 
Medicine 

relative  risk  (RR) 

The  proportional  reduction  or  increase  of  a specified  outcome, 
comparing  the  rates  between  experimental  and  control  patients  in  a 
trial,  calculated  as  [(experimental  event  rate — control  event 
rate)/control  event  rate],  and  accompanied  by  a 95  percent 
confidence  interval 

absolute  risk  (AR) 

The  absolute  arithmetic  difference  in  rates  of  good  or  bad  outcomes 
between  experimental  and  control  patients  in  a trial,  calculated  as 
[experimental  event  rate — control  event] 

number  needed  to  treat  (NNT) 

The  number  of  patients  who  need  to  be  treated  to  obtain  one 
additional  desirable  or  undesirable  outcome,  calculated  as  [1/absolute 
risk] 
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answerable  questions; 

2.  track  down,  with  maximum  efficiency, 
the  best  evidence  with  which  to  answer 
them  (whether  from  the  clinical 
examination,  the  diagnostic  laboratory, 
from  research  evidence  or  other  sources); 

3.  critically  appraise  that  evidence  for  its 
validity  (closeness  to  the  truth)  and 
usefulness  (clinical  applicability); 

4.  apply  the  results  of  this  appraisal  in 
our  clinical  practice;  and 

5.  evaluate  our  performance.5 

To  those  who  would  ask  “Why  bother?”  the 
authors  give  five  retorts: 

• Although  it  is  clear  that  we  need  new 
evidence  in  our  daily  practice  of 
medicine,  we  seldom  get  it. 

• Over  time,  both  our  knowledge  base 
and  our  clinical  performance  deteriorate, 
even  if  we  don’t  recognize  it. 

• It  has  not  been  shown  clearly  that 
traditional  CME  programs  improve  our 
performance  over  the  long  haul. 

• New  kinds  of  evidence  are  being 
generated  which  can  and  should  change 
the  way  we  take  care  of  our  patients. 

• Demonstration  projects  in  various 
settings,  including  the  busy  medical 
office,  show  that  EBM  can  indeed  make 
a difference,  reinforcing  our  experience, 
skills,  and  judgment  and  enhancing  our 
overall  effectiveness. 

An  apocryphal  story  holds  that  a medical 
school  dean  told  the  graduating  class:  “Half 
of  what  we  have  taught  you  won’t  be  true  in 
five  years.  Unfortunately,  we  don’t  know 
which  half!”  The  dean  might  have  added  that 


the  best  remedy  is  to  make  a daily  habit  of 
asking  critical  questions,  then  looking  up  the 
answers.  Educators  call  this  “active  learning,” 
and  all  of  us  know  that  the  knowledge  thus 
gleaned  sticks  to  our  flesh  far  better  than  any 
we  can  obtain  by  listening  to  lectures.  EBM 
is  certainly  not  a panacea.  The  complexities 
of  medical  practice  and  information  are  such 
that  our  overall  extent  of  uncertainty  may  be 
increasing,  not  declining.6  The  complexities 
of  individual  patients’  problems  and 
personalities  are  such  that  even  the  most 
sophisticated  computer  would  scream, 
“Virus!”  But  it’s  clear  that  EBM  is  here  to 
stay.  Computer  literacy  and  familiarity  with 
certain  basic  concepts  (Table)  will  become 
integral  parts  of  medical  practice.  If  you 
haven’t  tried  it,  do — you’re  sure  to  like  it! 

— CSB 
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Letters  to  t (?e  Editor 


To  the  Editor: 

4 NICKLES  AND  A BET 

Quite  recently  a word  was  found, 
now  written  everywhere, 

For  authors  to  be  publicized  this  one  word 
must  appear. 

It  carries  clout;  it  rings  of  class, 
it’s  on  the  lecture  stand, 

We  see  it  here,  we  hear  it  there — it’s  spread 
across  the  land. 

And  if  you  write  an  article  that  never 


goes  to  print, 

It’s  just  because  you  failed  to  use  the  word 
that  “heaven  sent.” 

What  is  this  word  that  authors  use  as  they 
attempt  to  climb? 

For  twenty  cents  I’ll  make  a bet — 

I bet  it’s  PARADIGM. 

Naseeb  B.  Baroody,  M.  D. 
McLeod  Family  Medicine  Center 
555  East  Cheves  Street 
Florence,  SC  29506 


Healthcare 

CONSULTING,  INC. 


Business  consultants  to  physicians. 
Serving  the  medical  industry  since  1971. 


Practice  management  services. 

Group  information. 

Accounting. 

Practice  income  distribution  systems. 
Practice  development  and  marketing. 
Managed  care  contracting. 


• Tax  planning  and  preparation. 

• Retirement  plan  design  and 
administration. 

• Coding  and  fee  analysis. 

• Personal  and  financial  planning. 

• Management  information  systems. 


1293  D Professional  Drive  • Myrtle  Beach,  SC  2957 
803  449-0637  • 800  424-3904 


Endorsed  by  American  Academy  of  Family  Physicians 
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Without  proper  estate  planning, 
most  of  what  you  own  could 
be  left  to  your  least  favorite  relative. 

Uncle  Sam. 


Call  now  for  your  7-step  guide  to  estate  planning. 


Given  the  combined  force  of  estate,  income  and  excise  taxes, 
your  estate  could  lose  up  to  80%  of  its  value.  Money  you've 
worked  long  and  hard  for.  Money  you  prefer  to  go  to  family, 
charities  and  friends.  To  learn  more  about  proper  estate  and 
trust  planning,  call  Smith  Barney  to  find  out: 

• Which  assets  the  IRS  considers 
in  determining  your  "wealth." 

• What  opportunities  exist  to 
reduce  your  estate  tax  liability. 

•What  are  the  "red  flags"  you  need 
to  be  aware  of  in  reviewing  your 
estate  plan. 

• How  tax  law  changes  have  created 
new  planning  opportunities. 

Call  Bobbt  lJresper,  Vice  President  - Investments,  for  your 
copy  of  "Practical  Estate  Planning:  7 Steps  for  Preserving 
Your  Wealth."  Find  out  how  you  can  get  a complimentary 
Personal  Estate  Tax  Analysis. 

(803)  343-8800  or  (800)  438-5570 

The  Robinson-Humphrey  Company,  Inc. 

A Subsidiary  of  Smith  Barney  Inc. 

Smith  Barney  does  not  provide  tax  or  legal  advice. 

You  should  consult  your  own  tax  or  legal  advisor. 

©1997  Smith  Barney  Inc.  Member  SIPC.  A Member  of  TravelersGrou/fi 


Precious  Life 

This  nurse  was  once  a patient  at  St.  Jude 
Children’s  Research  Hospital.  She  fought  a 
tough  battle  with  childhood  cancer.  And  won. 

Until  every  child  can  be  saved,  our  scien- 
tists and  doctors  must  continue  their  research 
in  a race  against  time.  To  find  out  more,  write 
St.  Jude  Hospital,  P.O.  Box  3704,  Memphis, 
TN  38103,  or  call  1-800-877-5833. 

ST.  JUDE  CHILDREN’S 
IjL*  RESEARCH  HOSPITAL 

mmm lb».  Danny  Thomas,  Founder 


On  we  Cover: 

DOUGLAS  JENNINGS,  M.  D.— 1894-1946 


Born  in  Bennettsville,  Marlboro  County, 
South  Carolina,  on  July  13,  1894,  Douglas 
Jennings,  the  son  of  Douglas  Jennings,  Ph.  G., 
and  Anne  Crosland  Jennings,  grew  up  and 
attended  the  public  schools  in  Bennettsville. 
He  graduated  from  the  College  of  Charleston, 
and  in  1915,  entered  the  Medical  College  of 
the  State  of  South  Carolina.  After  receiving 
his  medical  degree  in  1919,  he  did  an  intern- 
ship at  Roper  Hospital. 

Dr.  Jennings  returned  to  Bennettsville 
where  he  engaged  in  general  practice  for  five 
years,  and  then  in  general  practice  and 
surgery  for  another  five  years  before  devoting 
his  time  exclusively  to  surgery,  gynecology, 
and  obstetrics. 

He  was  a leading  spirit  in  the  founding  and 
constructing  of  the  Marlboro  County  General 
Hospital  in  Bennettsville,  which  was  the  first 
hospital  built  in  South  Carolina  with  aid  from 
the  Duke  Endowment.  Dr.  Jennings  served  as 
president  of  the  Chamber  of  Commerce  and 
the  Lions  Club,  member  of  the  School  Board 
of  the  Bennesttsville  City  Schools,  and  Dea- 
con of  the  Bennettsville  Presbyterian  Church. 

Douglas  Jennings,  M.  D.,  served  as  presi- 
dent of  the  Marlboro  County  Medical  Soci- 
ety, president  of  the  Pee  Dee  Medical  Associ- 
ation (sixth  district),  councilor  of  the  South 
Carolina  Medical  Association  from  the  sixth 


district  from  1932-1938,  and  president  of  the 
Tri-State  Medical  Association  of  the  Caroli- 
nas  and  Virginia  in  1936.  In  1938,  Dr.  Jen- 
nings was  elected  president-elect  of  the  South 
Carolina  Medical  Association  and  served  as 
president  of  the  organization  in  1940.  In  addi- 
tion, Dr.  Jennings  was  appointed  by  the  gov- 
ernor of  South  Carolina  to  serve  an  unexpired 
term  as  a member  of  the  Board  of  Trustees  of 
his  medical  alma  mater  in  1942.  In  1943,  he 
was  elected  by  the  Legislature  to  a four-year 
term. 

Dr.  Jennings  died  at  Roper  Hospital  on 
December  1,  1946,  where  he  had  gone  for 
treatment  of  a heart  ailment. 

It  is  interesting  to  note  that  there  has  been  a 
Dr.  Jennings  in  Marlboro  County  since  1835. 

“He  was  thoughtful,  careful,  always  a stu- 
dent of  what  was  new,  combining  that  with 
what  his  experience  had  found  to  be  valu- 
able... For  each  he  had  sympathy  and  human 
compassion.  No  one  ever  became  a mere 
“case;”  each  was  a sufferer  to  be  helped  or 
cured.”1 

Jane  McCutcheon  Brown,  Curator 
Waring  Historical  Library 

REFERENCES 

1.  Marlboro  County  Herald,  Bennettsville,  by  Mrs.  H. 
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A ((knee  Page 

REPORT  FROM  LEGISLATION 

The  1997-1998  Committee  on  Legislation  welcomes  the  opportunity  to  work  with  the  South 
Carolina  Medical  Association  (SCMA)  on  legislative  issues  and  education.  Each  county  has  a 
legislative  chairperson  who  disseminates  information  to  individuals  at  the  local  level.  When 
legislative  alerts  are  received  from  the  American  Medical  Association  Alliance  (AMAA),  they  are 
immediately  faxed  to  the  county  so  action  can  be  taken.  This  action  may  come  in  the  form  of 
telephone  calls  to  the  AMA  Grassroots  Hotline  (800/833-6354).  This  is  an  easy,  efficient  way  to 
let  your  legislators  know  how  you  feel  on  health-related  issues  of  importance  to  you.  You  must  use 
your  medical  education  number  to  access  the  system  (this  number  may  be  found  on  the  mailing 
label  of  AMNews).  You’ll  receive  current  legislative  updates  and  information.  Best  of  all,  the 
hotline  can  directly  connect  you,  toll-free,  with  your  elected  representatives  in  Washington.  The 
value  of  a personal  contact,  whether  by  phone,  fax,  e-mail  or  letter,  cannot  be  overstated. 

The  goals  of  the  1997-1998  SCMA  Alliance  Committee  on  Legislation  follow: 

• Maintain  communication  with  county  chairpersons  regarding  all  health-related  bills.  Make 
sure  the  SCMA  Legislative  Update  is  being  received. 

• Encourage  legislative  advocacy.  Define  the  difference  between  legislative  and  political 
activity. 

• Conduct  a legislative  workshop  in  February  for  all  county  legislative  chairpersons  and  other 
interested  individuals. 

• Promote  mini-internships  in  each  county.  Provide  information  and  support  as  requested. 
Having  legislators  or  other  professionals  “walk  a mile  in  your  shoes”  may  prove  invaluable 
in  getting  them  to  see  the  other  side  of  issues. 

• Act  as  a resource  for  counties  on  legislative  issues  (ideas  for  programs,  general  support,  etc.). 

• Continue  to  stress  the  importance  of  voter  registration  and  voting  in  all  elections — local, 
state,  and  national.  The  AMAA’s  slogan  for  legislation  this  year  is,  “Your  Voice  is  Our 
Power.”  Make  your  voice  heard. 

• Provide  information  and  education  regarding  membership  in  SOCPAC.  This  is  an  easy  way 
for  our  voices  to  be  heard,  collectively.  Members  of  SOCPAC  are  taking  steps  to  ensure 
continued  access  to  quality  health  care  and  to  positively  influence  the  future  of  South 
Carolina’s  physicians.  Together,  we  can  make  a difference. 


Mrs.  Wallace  W.  Boyd  (Lori)  Mrs.  Walter  E.  Connor  (Derinda) 

Legislation  Chairperson  Legislation  Co-Chairperson 
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classifieds 


MEDICAL  DOCTOR  NEEDED  to  estab 
lish  provider  network.  Ideal  for  retried  or 
non-practicing  physician.  Call  1-800-706- 
8226. 

PHYSICIAN  RELOCATION  OPPORTU- 
NITIES NATIONWIDE— All  specialties 
needed.  Clinical  and  academic  openings. 
Excellent  compensation  and  benefits  pack- 
age. Opportunities  are  tailored  to  match  your 
specifications.  Contact  Kay  Martin  Associ- 
ates at  800-248-8441.  Send  or  fax  confiden- 
tial CV  to  (706)  868-5345.  Kay  Martin  Asso- 
ciates, P.O.  Box  12026,  Augusta,  Georgia 
30914. 

WANTED:  MEDICAL  DOCTOR  WITH 
SC  LICENSE — Available  for  examinations  a 
few  hours  a week.  Excellent  opportunity  for  a 
new  doctor  or  retired  doctor.  Negotiable  com- 
pensation package.  Please  send  resume  to  602 
Tryon  Place,  Gastonia,  North  Carolina  28054. 

ALLERGY  & IMMUNOLOGY,  EMER- 
GENCY MEDICINE,  FAMILY  PRAC- 
TICE, ORTHOPAEDIC  SPINE  SURGERY, 
ORTHOPAEDIC  SPORTS  MEDICINE, 
PHYSICAL  MEDICINE  AND  REHABILI- 
TATION— Practice  opportunities  exist  in 
local  Orangeburg  County  for  experienced 
practitioners  and  graduating  residents/fel- 
lows. Located  at  the  junction  of  1-26  and  1-95, 
35  minutes  to  Columbia  and  65  minutes  to 
Charleston.  Area  known  for  its  gardens,  golf, 
hunting,  and  fishing  (Lake  Marion).  Achieve 
financial  success  in  a non-competitive  envi- 
ronment while  enjoying  a superior  quality  of 
life.  Contact  Dr.  Chermol,  The  Regional 


Medical  Center  at  (800)  866-6045. 

GROUP  OF  RESIDENCY-TRAINED 
EMERGENCY  PHYSICIANS:  Need  board 
certified  EM  independent  contractor  to  fill  5- 
7,  eight  hour  shifts  per  month.  120  bed  hospi- 
tal in  rural  upstate  South  Carolina.  Fax  CV  to 
1-864-888-1403. 

WANTED:  PRIMARY  CARE  PRAC- 
TICES: UCI  MEDICAL  AFFILIATES, 
INC.,  - DOCTOR’S  CARE,  PA  is  currently 
expanding  in  South  Carolina!  Seeking  prima- 
ry care  medical  practices  for  merger/acquisi- 
tion. Would  also  consider  specialty  practices. 
Please  direct  CVs,  correspondence  to  UCI 
Medical  Affiliates,  Inc.  (dba  Doctor’s  Care, 
PA),  1901  Main  Street,  Suite  1200,  Mail 
Code  1105,  Columbia,  SC  29201,  Attn:  Prac- 
tice Acquisitions. 

FAMILY  PRACTICE/PRIMARY  CARE: 

Practice  opportunities  in  South  Carolina  for 
experienced  practitioners  on  a full-time  or 
part-time  basis.  If  you  are  looking  for  a little 
extra  “butter  and  egg”  money,  we  have  short- 
term placement.  When  you  are  considering 
making  a change  in  your  job  status,  we  would 
be  honored  to  discreetly  represent  you.  Jennie 
‘ Ware  Family  Medical  Services,  Inc.,  provides 
the  highest  quality  provisional  contract  medi- 
cal services  to:  family  practices, 

clinics/urgent  care  centers,  hospital  systems, 
nursing  homes  and  assisted  living  centers, 
and  multidisciplinary  groups  or  networks.  We 
are  located  in  Greenville,  SC.  For  more  infor- 
mation, call  toll-free  (888)  593-6737,  or  visit 
our  website  http://www.jennieware.com. 
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hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

CALL  TODAY! 
(803)  566-6500 

MR  FORCE  RESERVE 


A GREAT  WAY  TO  SERVE 


25-701-0004 
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Thornton  & Thome  give  the  medical  community  something  to  think  about  this  month. 


15%  “Success  Tax”  Repealed 


The  Taxpayer  Relief  Act  of  1997  repealed  the  extra  15%  tax  that  had 
applied  to  certain  distributions  from  qualified  retirement  plans.  This 
extra  tax  was  levied  upon  distributions,  during  lifetime  or  at  death, 
that  exceeded  specific  threshold  amounts. 

This  excise  tax  had  been  a particularly  onerous  planning  problem  for 
many  plan  participants.  It’s  repeal  is  indeed  good  news  but  don’t  be 
lulled  into  thinking  that  repeal  solves  the  problem  with  taxes. 

Taxes  on  distributions  from  qualified  retirement  plans  remain 
exceedingly  high  when  beneficiaries  are  other  than  a spouse.  The 
example  on  the  next  page  compares  taxes  which  would  be  paid  after 
repeal  to  those  which  would  have  been  paid  prior  to  repeal. 

This  example  is  for  a 65  year  old  physician  who  is  not  survived  by  a 
spouse,  therefore  his  children  are  his  beneficiaries.  The  balance  in 
his  retirement  plan  is  $2,000,000  and  his  other  assets  total 
$1,000,000.  The  example  assumes  he  dies  in  1997. 


Age  65 

Gross  Estate  $3,000,000 
Children  are  Beneficiaries 

Pre-Repeal 

Post-Repeal 

Qualified  Plan  Balance 

$2,000,000 

$2,000,000 

Escess  Accumulation  Tax 

99,125 

0 

Estate  Tax 

892,464 

945,000 

Income  Tax 

392,993 

377,220 

Net  to  Beneficiaries 

$615,418 

$677,780 

% to  Beneficiaries 

31% 

34% 

Taxes  on  qualified  retirement  plan  assets,  even  after  repeal  of  the 
excise  tax,  are  still  confiscatory.  When  the  beneficiary  is  other  than  a 
spouse,  creative  planning  is  required  in  order  to  maximize  qualified 
plan  assets  passing  to  heirs. 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax 
advice.  Only  your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


Medical  Office  Management  and  Clinical 

Software 

Windows/95,  Windows,  DOS 


fox  meadows 

software 


LIMITED 


Rent  Monthly  for  $250  for  single  user  and  $50  for  additional  terminal 
users.  No  up  front  license  fees  and  only  a 90  day  contract.  Includes 
installation,  training  and  on  going  support  and  enhancements. 

Monthly  Rental.  Rent  to  Purchase  and  Lease  options  available. 

Are  you  able  to  select  your  own  hardware  and  vendor  ? 

Are  you  permitted  to  add  other  PC  software  products  to  your  system  ? 

Are  you  using  Windows  & receiving  the  benefits  of  Microsoft  products  ? 


Features 

Conversion  of  your  current  Data 

Capitation  and  Managed  Care  support 

Electronic  Claims,  Stmts,  Imaging,  Voice,  Graphics 

Document  Mgt.  support  with  Interface  to  Microsoft  Word 

Chart  Notes  use  Point  & Click  DecisionTree  with  Templates 

Claims  for  Pri. , Sec.,  Tertiary,  Worker’s  Comp. , Auto  Accident 

Network  support  for  Novell,  LANtastic,  Windows/NT,  Windows/95 

Medical  Records  (Medication,  immunization,  Allergies,  Reactions,  etc.) 

Appointment  Scheduler  supports  multiple  Physicians  and  Locations 

Year  2000  ready,  Relational  Database  Design,  On  Site  Training,  Support 

Single  Screen  for  A / R Mgt.  ( aging  ) of  ail  your  Accounts  with  Diary  Notes 

Encounter  Form  that  provides  enough  information  to  avoid  pulling  File  Folder 


Physicians  and  nurses  will  find  the 
accessibility  of  this  information 
in  the  future.  Allow  us  the  chance 
discuss  your  needs.  You  are 
customer’s  office. 


medical  records  captured  and  the 
invaluable  for  Patient  care  today  and 
to  show  you  our  product  and  meet  to 
welcome  to  call  or  visit  one  of  our 


Interested  in  starting  your  own  small  business?  Ask  us  about  our 
medical  claims  and  billing  module  for  Billing  Services  only. 


For  additional  information  call  800  754-7213  • 803  754-4290  or  visit  our  Web  Site 

@www.foxmeadows.com 
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What  can  a map  tell  you  about  a computer  system? 


More  than  40%  of  all  South 
Carolina  physicians  in  private 
practice  use  CompuSystems’ 
Medical  Practice  Management 
System  to  work  more 
efficiently  and  profitably. 


Plenty  — if,  like  this  one,  it  shows 
how  many  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably 

For  example,  it  might  show  how  a 
16-year  commitment  to  '"Working  for 
Physicians"  has  resulted  in  over  660 
installations  in  South  Carolina, 
representing  some  1,930  physicians  — 
over  40%  of  the  4,600  in  private  practice 
in  the  state! 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross /Blue  Shield  (with  no 


per-claim  charges)  are  improving 
physicians'  revenue. 

It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive  — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry 

It  might  demonstrate  how  technical 
expertise  brings  a host  of  innovations, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  in  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems  only 
in  the  Southeast,  a computer  company 


can  keep  customers  up  to  date  on  the 
latest  insurance  filing  requirements. 

It  could  emphasize  the  flexibility  of 
multi-user,  multi-tasking  software  that 
runs  on  the  most  popular  operating 
system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a computer  vendor  with  a 
vision  for  the  future  and  the  expertise  to 
make  that  vision  work  for  you. 


©MraposSystems 

inc. 

Carolina  Research  Park  • One  Science  Court 
Columbia,  SC  29203-9356 

800-800-6472  • 803-735-7700 
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AIR  FORCE 
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Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
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PAID  IV  Plus 

does! 


He’s  just  doing  Mom  a favor.  He  doesn’t  have 
a clue  who  the  insurer  is.  This  isn  ’t  going  to 
make  him  late  for  practice . is  it? 

Mix-ups  like  this  throw  your  practice’s  schedule  off 
and  frustrate  patients.  So  head  off  problems,  and  run 
your  office  smoothly  with  PAID  IV  Plus. 

PAID  IV  Plus.  Companion  Technologies’  private 
label  version  of  The  Medical  Manager®,  is  the 
complete  practice  management  software  system 
that’s  easy  to  use.  With  just  a few-  simple  keystrokes, 
you’ll: 

Easily  look  up  doctor  numbers,  insurance 
companies  and  procedure  and  diagnosis  codes 

Automatically  select  the  correct  fees  for 
procedures  (based  on  provider  or  patient's 

insurance  plan) 

Simplify  collection  of  amounts  due  by 
automatically  calculating  the  patient-due  portion 

Utilize  special  features  to  make  data  input 
fast  and  efficient 

Quickly  update  financial  information  when 
you  post  procedures 

With  its  reputation  of  having  the  finest  Procedure 
Entry  routines  available.  PAID  IV  Plus  will  do  all  the 
work,  and  you'll  get  all  the  credit.  .Aid  maybe  that 
raise ... 

Leant  what  else  RAID  IV  Plus  can  do  for  you. 

Call  Companion  Technologies  for  information  or  to 
schedule  a system  demonstration. 

1-800-382-PAID  (7243) 
or  fax  (803)  699-2384 

PAID  IV  Plus.  Because  patients  can ’t  remember 
everything , and  you  have  to. 
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Modern  technology  for  practice  management 
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The  state  of  South  Carolina  along  with  its  sister  states  of  North  Carolina  and  Virginia  have  had  a 
vested  interest  in  tobacco.  We  are  all  large  producers  of  the  product  and  at  certain  times  in  our 
histories,  our  economies  have  been  dependent  on  it.  Some  individuals,  including  physicians,  have 
had  meaningful  economic  gain  from  the  public’s  use  of  tobacco.  Times  are  changing.  Tobacco 
has  been  proven  to  be  a public  health  hazard,  and  the  public  believes  that  the  large  tobacco 
companies  have  known  for  decades  that  nicotine  is  addictive.  In  fact,  it  is  a common  belief  that 
the  tobacco  industry  enticed  children  to  smoke  with  its  advertising  campaigns  (i.e.,  Joe  Camel). 

The  tobacco  industry  has  agreed  to  change  some  of  its  advertising  practices  and  pay  some  368.5 
billion  dollars  in  exchange  for  eliminating  most  of  the  civil  liability  threats.  The  next  step  is  for 
Congress  to  pass  legislation  on  the  proposed  tobacco  industry  attorney  general’s  agreement  and 
then  for  the  president  to  sign  the  bill.  The  goal  of  this  legislation  would  be  to  eliminate  underage 
smoking  and  to  achieve  substantial  and  permanent  reductions  in  tobacco  use. 

This  sounds  simple  enough,  but  then  enter  the  special  interest  groups  including  the  tobacco 
farmers  who  believe  they  should  be  further  subsidized  because  there  will  be  decreased 
production  secondary  to  fewer  people  smoking.  In  addition,  the  American  Medical  Association 
(AMA)  and  other  organized  medical  groups  believe  that  the  tobacco  industry  has  written  itself  a 
pretty  good  compromise  and  can  well  afford  the  fines  and  changes  in  advertisements  in  exchange 
for  getting  off  the  hook. 

The  AMA  Board  of  Trustees  found  the  tobacco  industry  attorney  general’s  agreements  so 
complex  that  they  commissioned  a task  force  to  study  the  proposal.  The  task  force  produced  a 
45-page  report  which  would  substantially  strengthen  the  Federal  Drug  Administration’s 
jurisdiction  over  tobacco  products  and  put  some  teeth  into  the  penalties  which  the  tobacco 
industry  would  pay  if  they  did  not  meet  the  goals  in  eliminating  underage  smoking. 

These  well-meaning  groups’  proposals  have  threatened  the  tobacco  industry  attorney  general’s 
agreement.  The  tobacco  industry  has  let  everyone  know  that  if  the  agreement  is  substantially 
changed,  they  will  walk  and  defend  themselves  on  a case  by  case  basis. 

The  players  in  this  saga,  which  include  Congress  and  the  President,  have  a unique  opportunity 
which  will  protect  children  and  save  lives.  Hopefully,  they  will  act  quickly.  All  South  Carolinians 
and,  in  particular,  South  Carolina  physicians,  should  support  legislation  which  has  as  its  stated 
goal  of  promoting  the  public’s  health  by  reducing  the  consumption  of  tobacco  products.  This 
support  should  come  regardless  of  the  economic  impact  on  individuals  or  the  state. 


S.  Nelson  Weston,  M.  D. 
President 
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The  first  human  pancreas  transplant  was  per- 
formed in  1966  at  the  University  of  Minneso- 
ta. By  the  end  of  1996,  more  than  7,000  pan- 
creas transplants  had  been  reported  to  the 
International  Pancreas  Registry  by  more  than 
170  institutions.1  Nearly  two-thirds  of  all  pan- 
creas transplants  have  been  performed  in  the 
United  States.  Up  until  the  mid  1980s,  the 
two  main  obstacles  to  pancreas  transplanta- 
tion were  poor  graft  survival  and  increased 


*From  the  Medical  University  of  South  Carolina, 
Charleston,  SC. 

** Address  correspondence  to  Dr.  Douzdjian  at  the 
Department  of  Surgery,  Room  404-CSB,  Medical 
University  of  South  Carolina,  171  Ashley  Avenue, 
Charleston,  SC  29425-0777. 


surgical  morbidity.  In  the  last  decade,  as  a 
result  of  advances  in  immunosuppressive 
management  and  surgical  technique,  the  out- 
comes after  pancreas  transplantation  have 
improved  and  this  procedure  has  now  become 
a viable  therapeutic  option  for  selected  type  I 
diabetics.  According  to  the  registry  data,  sur- 
vival at  one  year  is  91  percent  for  patients  and 
75  percent  for  pancreas  allografts  when  trans- 
planted simultaneously  with  a kidney. 

PURPOSE 

The  purpose  of  pancreas  transplantation  is  to 
improve  quality  of  life  and  ameliorate  sec- 
ondary diabetic  complications  by  establishing 
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an  insulin-independent,  euglycemic  state  in 
patients  with  type  I diabetes  mellitus.  Most 
cases  of  type  I diabetes  mellitus  are  the  result 
of  an  autoimmune  process  directed  specifi- 
cally against  the  beta  cells  within  the  islets  of 
Langerhans.  The  pancreas  transplant  replen- 
ishes the  beta  cell  pool.  Destruction  of  the 
graft  islet  cells  by  the  autoimmune  process 
which  destroyed  the  native  pancreas  does  not 
take  place  as  long  as  the  patient  is  adequately 
immunosuppressed.  Pancreas  transplantation 
is  presently  the  only  clinically-proven  treat- 
ment of  type  I diabetes  mellitus  that  is  able  to 
induce  insulin  independence  consistently  and 
normalize  glycosylated  hemoglobin. 

PATIENT  SELECTION 

Patients  targeted  for  pancreas  transplantation 
are  type  I diabetics  who  have  demonstrated  a 
propensity  to  develop  severe  secondary  com- 
plications of  diabetes.  Half  of  type  I diabetics 
develop  severe  secondary  complications  and 
face  a very  poor  long-term  outcome  whereas 
the  other  half  pursue  a relatively  benign 
course.2  Since  there  are  no  reliable  markers 
which  predict  the  clinical  course  of  a type  I 
diabetic,  the  usual  strategy  is  to  wait  for  the 
development  of  secondary  complications 
before  considering  pancreas  transplantation 
as  a treatment  option.  Otherwise,  the  risk  of 
chronic  immunosuppression  would  outweigh 
the  benefits  in  the  subset  of  individuals  with  a 
benign  course.  The  exception  is  the  case  of 


brittle  diabetics  in  whom  management  is  so 
difficult  as  to  interfere  seriously  with  day-to- 
day  living.  In  these  individuals,  a pancreas 
transplant  can  be  considered  regardless  of  the 
presence  of  secondary  complications. 

TYPES  OF  PANCREAS  TRANSPLANTS 

A pancreas  transplant  can  be  performed 
simultaneously  with  a kidney  transplant,  may 
be  performed  alone  in  a patient  who  has 
already  received  a kidney  transplant  (pan- 
creas-after-kidney)  or  may  be  performed  by 
itself  (pancreas-alone).  Simultaneous  pan- 
creas-kidney transplants  make-up  the  majori- 
ty of  pancreas  transplants  and  are  associated 
with  the  highest  pancreas  graft  survival  rates, 
a do  not  have  reliable  markers  of  rejection  for 
the  pancreas.  When  the  pancreas  is  trans- 
planted simultaneously  with  a kidney  graft, 
the  kidney  can  be  used  as  a marker  of  rejec- 
tion since  more  often  than  not  the  kidney 
rejects  first.  As  far  as  choosing  the  type  of 
pancreas  transplant,  the  decision  is  based  on 
the  extent  of  deterioration  of  renal  function  as 
shown  in  Table  1. 

THE  SOUTH  CAROLINA  EXPERIENCE 

The  first  pancreas  transplant  in  South  Carolina 
was  performed  in  February  of  1991  at  the 
Medical  University  of  South  Carolina  in 
Charleston.  As  of  May  1997,  a total  of  50  pan- 
creas transplants  were  performed  and  the  dis- 
tribution according  to  the  type  of  transplant 


TABLE  1 

TYPES  OF  TRANSPLANT  ACCORDING  TO  RENAL  FUNCTION 

Creatinine  Clearance 

Procedure 

>70  ml/min 

Pancreas-alone 

30-70  ml/min 

* 

20-30  ml/min 

Preemptive  simultaneous  pancreas-kidney 

<20  ml/min  or  Dialysis 

Kidney-alone 

Kidney-alone  followed  by  Pancreas-after-kidney 
Simultaneous  pancreas-kidney 

*too  late  for  pancreas-alone  and  too  early  for  preemptive  simultaneous  pancreas-kidney 
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TABLE  2 

RECIPIENT  CHARACTERISTICS 

Kidney-alone 

Kidney-pancreas 

P 

Age  (years) 

38±9.2 

35. 1 ±7.9 

<0.005 

African  American 

10(17%) 

15(36%) 

0.08 

Female 

31(52%) 

17(41%) 

0.3 

Body  mass  index  (kg/m2) 

24.7±4.5 

22.8±4.1 

0.03 

Duration  of  diabetes  (years) 

23.4±8.1 

23.5±7.6 

0.9 

Length  of  time  on  list  (months) 

10.5±9.6 

6.2±6.7 

0.02 

On  dialysis  prior  to  transplant 

57(95%) 

30(71%) 

0.01 

AB  match 

1.4±1.2 

0.52±0.63 

<0.005 

DR  match 

0.85±0.7 

0.4±0.5 

0.002 

TABLE  3 

DONOR  CHARACTERISTICS 

Kidney-alone 

Kidney-pancreas 

P 

Age  (years) 

35±15.6 

26.4±10.9 

0.003 

Female 

31(52%) 

12(29%) 

0.02 

African  American 

8(13%) 

6(14%) 

0.7 

Death  as  a result  of  trauma* 

21(50%) 

29(69%) 

0.08 

Kidney  preservation  time  (hours)* 

17.3±6.2 

10.8±3.3 

0.13 

*Cadaver  transplants  only 

was  as  follows:  45  simultaneous  pancreas- 
kidney  transplants,  four  pancreas-after-kidney 
transplants,  and  one  combined  pancreas-liver 
transplant.  Between  January  1984  and  May 
1997,  kidney-alone  transplants  were  also  per- 
formed in  62  type  I diabetics  for  a total  of 
112  transplants  in  type  I diabetics.  Of  the  62 
kidney-alone  recipients,  44  were  cadaver 
transplants  whereas  the  remaining  18  were 
from  living-related  donors.  Recipient  and 
donor  characteristics  in  both  kidney-alone 
and  kidney-pancreas  groups  are  summarized 
in  Tables  2 and  3. 

Immunosuppression:  The  immunosuppres- 
sive regimens  are  continuously  evolving. 
The  present  regimen  used  at  our  center  is  a 
triple  regimen  which  consists  of  steroids, 
FK506,  and  mycophenelate  mofetil.  The 
main  change  from  previous  regimens  is  the 


abandonment  of  antibody  induction  treatment 
which  is  very  costly  and  may  be  associated 
with  a higher  incidence  of  lymphoprolifera- 
tive  disorders  and  infections. 

Patient  and  graft  outcome:  Kidney  graft 
failure  is  defined  as  resumption  of  dialysis 
following  a period  of  graft  function,  primary 
non-function  or  death.  Pancreas  allograft  fail- 
ure is  defined  as  the  resumption  of  insulin 
treatment,  or  death.  A technically  successful 
transplant  is  defined  as  one  where  early 
thrombosis  of  the  graft  did  not  occur.  Patient 
and  graft  outcomes  are  summarized  in  Table 
4. 

Technical  aspects  and  complications:  The 
entire  pancreas  with  a 10-15  cm  duodenal 
segment  is  placed  intraperitoneally  through  a 
transverse  or  groin  incision.  The  superior 
mesenteric  artery  and  splenic  artery  are  used 
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TABLE  4 

PATIENT  AND  GRAFT  OUTCOME* 

Kidney-alone 

Kidney-pancreas 

P 

Patient  survival  at  1 and  5 years 

91%,  58% 

95%,  87% 

0.5 

Pancreas  graft  survival  at  1 and  5 years** 

— 

88%,  67% 

— 

Kidney  graft  survival  at  1 and  5 years 

87%,  44% 

89%,  47% 

0.8 

Glomerular  filtration  rate  at  1 year  (ml/min) 

55±23 

5 1 ± 1 1 

0.4 

Immunologic  failure 

10/21(48%) 

7/21(58%) 

0.04 

Failure  as  a result  of  death 

7/21(33%) 

2/21(17%) 

0.04 

Incidence  of  acute  rejection 

12/60(20%) 

21/42(50%) 

0.001 

*Kaplan-Meier  analysis 
* technically  successful  cases 

TABLE  5 

HOSPITAL  ADMISSIONS  AND  REOPERATIONS* 

Bladder-drained 

Bowel-drained 

P 

Length  of  transplant  stay  (days) 

20.4±9.6(18) 

1 2.9±6(  1 2) 

0.007 

Readmission/patient*  * 

1.7±1.5(1.5) 

1.2±1.2(1)) 

0.2 

Total  length  of  stay  (days)** 

1 3.7±  1 6.2(8) 

10±1 1.3(5) 

0.4 

Operative  length  (hours) 

5.4±0. 8(5.1) 

4.3±0.9(4) 

0.01 

Reoperation  during  transplant  stay 

6(23%) 

0(0%) 

0.04 

Total  number  of  reoperations** 

18(69%) 

6(38%) 

0.04 

*29  bladder-drained,  20  bowel-drained;  combined  liver-pancreas  excluded;  medians  are  shown  in 

parentheses 

**in  the  first  6 months  after  discharge 

as  inflow  vessels  for  the  pancreas  graft  and 
the  portal  vein  as  the  outflow  vessel.  On  the 
recipient  side,  the  external  iliac  artery  and 
vein  are  used  for  inflow  and  outflow  vessels 
respectively.  Exocrine  pancreatic  secretions 
are  drained  either  into  the  bladder  or  small 
bowel  through  an  anastomosis  with  the  graft 
duodenum.  Bladder  drainage  is  presently  the 
most  popular  method  used  in  the  United 
States.  At  MUSC,  although  our  earlier  experi- 
ence consisted  of  bladder  drainage,  the  last  20 
pancreas  transplants  were  performed  using 
bowel  drainage  with  good  success.  The 
advantages  of  enteric  drainage  include 
decreased  urological  morbidity  and  a more 


physiological  approach.  Length  of  stay  and 
reoperation  information  in  both  bladder-  and 
bowel-drained  cases  are  summarized  in  Table 
5.  Complications  requiring  admission  were 
distributed  as  follows  in  bladder-drained  and 
bowel-drained  cases:  recurrent/persistent  uri- 
nary complications  (46  percent  vs.  six  per- 
cent, P=0.01),  dehydration  (27  percent  vs.  six 
percent,  P=0.05),  symptomatic  graft  pancre- 
atitis (eight  percent  vs.  six  percent,  P=0.9), 
gastrointestinal  disturbance  (27  percent  vs.  12 
percent,  P=0. 1)  and  wound  infection  (12  per- 
cent vs.  19  percent,  P=0.5).  Fewer  bowel- 
drained  recipients  underwent  reoperations 
compared  to  bladder-drained  ones.  For  blad- 
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TABLE  6 

HOSPITAL  CHARGES* 

Without  use  of  the 
out-patient  facility 
(n=24) 

With  use  of  the 
out-patient  facility 
(n=18) 

P 

In-patient  unit  ($) 

106,976  ± 35,074 

77,987  ± 18,446 

0.005 

Out-patient  unit  ($) 

— 

2,666  ± 2,255 

— 

Total  ($) 

106,976  ± 35,074 

80,333  ± 17,848 

0.02 

^Charge  data  for  the  transplant  admission  were  available  on  42  simultaneous  pancreas-kidney  transplants 

TABLE  7 

PATIENT  PREFERENCES  FOR  VARIOUS  CLINICAL  OUTCOMES 


Outcome 

Standard  Reference  Gamble 

Time  Trade-Off 

Utility 

QALY 

QALY 

no  dialysis-no  insulin 

1 

5 

5 

no  dialysis-insulin 

0.6(0. 4-0. 8) 

3(2-4) 

3.5(1. 8-5.2) 

dialysis-no  insulin 

0.5(0.36-0.64) 

2.5(1. 8-3. 2) 

3(1. 8-4.2) 

dialysis-insulin 

0.4(0.21-0.59) 

2(1. 1-2.9) 

2.5(1. 4-3. 6) 

Death 

0 

0 

0 

mean  ± 1 SD  are  shown 

QALY=quality-adjusted  life  years  based  on  a 5 year  model 


der-drained  recipients,  reoperations  in  the 
first  six  months  following  discharge  were  as 
follows:  drainage  of  deep  abscess  (n=l), 
drainage  of  superficial  abscess  (n=2),  chole- 
cystectomy (n=6),  transplant  nephrectomy 
(n=l),  conversion  to  enteric  drainage  (n=3), 
and  peripheral  vascular  procedures  (n=5). 
Reoperations  in  bowel-drained  recipients 
consisted  of  repair  of  duodenal  leak  (n=l), 
transplant  nephrectomy  and  pancreatectomy 
(n=l),  lysis  of  adhesions  for  small  bowel 
obstruction  (n=l),  drainage  of  deep  abscess 
(n=l),  and  drainage  of  a superficial  abscess 
(n=2). 

Hospital  Charges:  In  a managed  care  domi- 
nated environment,  cost  containment  has 
become  a critical  issue.  In  order  to  address 
this  issue  and  reduce  cost,  a transplant  out- 


patient unit  was  established  at  our  center  in 
February  1995.  Consequently,  separate  analy- 
ses of  hospital  charges  for  before  and  after 
establishment  of  the  transplant  out-patient 
unit  are  necessary.  Charge  data  for  the  trans- 
plant admission  were  available  on  42  simulta- 
neous pancreas-kidney  transplants  and  are 
summarized  in  Table  6.  Out-patient  unit 
median,  minimum,  and  maximum  charges 
were  $2,188,  $541,  and  $11,207.  Total  medi- 
an minimum  and  maximum  charges  were 
$95,045,  $70,833,  and  $223,773  for  the  group 
of  patients  who  did  not  use  the  out-patient 
facility  compared  to  $78,683,  $38,781  and 
$106,337  for  the  group  who  did.  The  differ- 
ence in  in-patient  charges  between  these  two 
groups  reflected  differences  in  room  & board 
($  16,48 1±10,717  vs.  $6,053±2,293,  P=0.009) 
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and  pharmacy  charges  ($21 ,488±6,042  vs. 
16,218±4,907,  P=0.03).  Surgical  ICU  charges 
were  similar  (2,687±2,585  vs.  2,060±693, 
P=0.5)  as  were  operating  room  (6,113±2,287 
vs.  5, 154±1 ,015,  P=0.3)  and  organ  acquisi- 
tion charges  (36,782±6,328  vs.  38,5 19±2, 915, 
P=0.5). 

Patient  preference  (utility):  A type  I diabetic 
with  end-stage  renal  disease  is  faced  with  dif- 
ferent treatment  options  with  major  differ- 
ences in  possible  outcomes,  and  these  are: 
Dialysis,  cadaver  kidney  transplant,  living- 
donor  kidney  transplant  and  simultaneous 
pancreas-kidney  transplant.  An  important  fac- 
tor which  is  often  neglected  in  the  decision 
making  is  the  patient’s  preference  for  various 
outcome  states  otherwise  known  as  utility. 
Utilities  for  various  outcome  states  were  mea- 
sured using  the  “Standard  Reference  Gamble” 
and  “time  trade-off”  methods  in  17  simultane- 
ous pancreas-kidney  recipients.3  The  utilities, 
or  values  that  patients  attached  to  each  possi- 
ble clinical  situation,  are  summarized  in  Table 
7.  It  is  very  interesting  that  these  patients  who 
decided  to  undergo  the  same  procedure,  pan- 
creas-kidney transplantation,  viewed  various 
outcome  states  very  differently.  Because  each 
patient  values  various  clinical  states  different- 
ly, it  is  crucial  to  incorporate  patient  prefer- 
ences in  the  decision  analysis  process.  We  are 
now  in  the  process  of  performing  this  type  of 
assessment  at  the  time  of  evaluation  for  trans- 
plantation in  order  to  assess  the  best  treatment 
“fit”  for  each  patient. 


CONCLUSIONS 

In  the  last  decade,  advances  in  immunosup- 
pression and  surgical  technique  have  led  to 
improved  outcomes  following  pancreas  trans- 
plantation. Consequently,  pancreas  transplan- 
tation has  become  an  alternative  therapeutic 
option  for  selected  type  1 diabetics  with  end- 
stage  renal  disease  and  presently  is  the  only 
clinically  proven  procedure  that  establishes 
an  insulin-free  euglycemic  state.  Despite 
these  advances,  pancreas  transplantation 
remains  in  evolution.  The  pancreas  transplant 
program  at  the  Medical  University  of  South 
Carolina  continues  to  grow  with  outcomes 
that  mirror  the  registry  experience.  From  a 
policy  standpoint,  however,  acceptable 
patient  and  graft  survival  rates  are  not 
enough.  In  an  era  of  limited  resources,  pan- 
creas transplantation,  and  any  type  of  trans- 
plantation for  that  matter,  will  surely  come 
under  fire.  The  next  step  is  to  look  at  cost 
effectiveness  in  order  to  better  define  the  role 
of  this  procedure  in  the  treatment  of  type  I 
diabetics  with  end-stage  renal  disease.  D 
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Precious  Life 

This  nurse  was  once  a patient  at  St.  Jude 
Children’s  Research  Hospital.  She  fought  a 
tough  battle  with  childhood  cancer.  And  won. 

Until  every  child  can  be  saved,  our  scien- 
tists and  doctors  must  continue  their  research 
in  a race  against  time.  To  find  out  more,  write 
St.  Jude  Hospital,  P.O.  Box  3704,  Memphis, 
TN  38103,  or  call  1-800-877-5833. 

m ST.  JUDE  CHILDREN’S 
RESEARCH  HOSPITAL 

Ca#  Danny  Thomas,  Founder 


A CHILD  WITH  BOTH  CONGENITAL  FIBER 
TYPE  DISPROPORTION  AND  GIANT  CONGENI- 
TAL MELANOCYTIC  NEVI  WITH  MALIGNANT 
MELANOMA* 

ROBERT  S.  SEIGLER,  M.  D.** 

EUGENE  M.  GOLDING,  JR.,  M.  D. 

CURTIS  ROGERS,  M.  D. 


To  treat  a patient  who  has  two  congenital 
conditions,  both  of  which  are  rare,  is  an 
unusual  opportunity  for  a physician.  Our 
patient  in  this  case  had  both  a congenital  his- 
tochemical  alteration  in  muscle  tissue  and  a 
congenital  alteration  in  tissue  of  neuroecto- 
dermal origin. 

CASE  REPORT 

This  black  male  patient,  now  four  and  one- 
half  years  old,  was  bom  at  36  weeks  weigh- 
ing 2.0  kilograms.  His  mother  was  a 15-year- 
old  primigravida.  The  only  significant  perina- 
tal history  was  the  diagnosis  of  maternal 
hydronephrosis  in  the  second  trimester.  For 
the  first  week  of  life,  he  required  mechanical 
ventilation  because  of  poor  respiratory  effort 
and  hypotonia.  Multiple  large  pigmented  nevi 
were  noted  at  birth.  The  largest  nevus  cov- 
ered the  patient’s  entire  forehead  and  extend- 
ed into  the  scalp.  Shortly  after  birth,  a biopsy 
of  this  nevus  revealed  malignant  melanoma. 
The  child  was  discharged  from  the  hospital 
after  two  weeks  in  the  neonatal  intensive  care 
unit. 

When  the  patient  was  one  month  old,  his 
physician  referred  him  to  a tertiary  center  for 
excision  and  biopsy  of  the  largest  nevus.  Dur- 


*From the  Pediatric  Intensive  Care  Unit,  The 
Children’s,  Hospital,  Greenville,  SC  (Drs.  Seigler  and 
Golding);  and  the  Greenwood  Genetic  Center  (Dr. 
Rogers). 

** Address  correspondence  to  Dr.  Seigler  at  Greenville 
Hospital  System,  Pediatric  Intensive  Care  Unit,  701 
Grove  Road,  Greenville,  SC  29605. 


ing  the  first  attempt  at  general  anesthesia,  the 
child  developed  bradycardia,  which  resolved 
with  the  administration  of  oxygen.  One  week 
later,  the  forehead  nevus  was  excised;  a skin 
graft  was  required  for  complete  repair.  The 
child  tolerated  this  procedure  well.  When  he 
was  two  months  old,  nevi  on  the  hands,  feet, 
buttocks,  and  thigh  were  removed.  At  four 
months  of  age,  a whole-body  computed 
tomography  (CT)  scan  was  normal,  and 
chemotherapy  was  not  recommended. 

When  the  patient  was  nine  months  old,  a 
pediatric  oncologist  evaluated  him  for  possi- 
ble metastasis  of  the  malignant  melanoma. 
CT  scans  of  the  chest  and  abdomen  were  nor- 
mal, as  was  a magnetic  resonance  image  of 
the  head.  Chromosomal  analysis  showed  a 
normal  46  X,Y  karyotype. 

At  age  13  months,  the  patient  was  noted  to 
be  hypotonic.  However,  he  could  stand,  was 
beginning  to  take  a few  steps,  and  could  say  a 
few  words.  Three  more  nevi  were  removed 
when  the  patient  was  14  months  old.  The 
biopsies  revealed  multiple  intradermal  nevi 
with  some  atypia  but  no  evidence  of  malig- 
nant melanoma.  At  20  months,  the  patient 
was  admitted  for  elective  excision  of  nevi  on 
the  right  arm,  right  leg,  and  left  arm.  No 
malignancy  was  found  in  these  specimens.  At 
24  months  of  age,  the  patient  had  CT  scans  of 
the  chest,  abdomen,  and  pelvis;  all  were  nor- 
mal. 

When  the  patient  was  25  months  old,  he 
was  admitted  to  the  pediatric  intensive  care 
unit  due  to  respiratory  failure  caused  by 
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pneumonia.  Two  attempts  to  wean  him  from 
mechanical  ventilation  failed  secondary  to 
generalized  hypotonia  and  his  inability  to 
handle  excessive  oral  secretions.  In  the  evalu- 
ation of  his  hypotonia,  the  following  tests  had 
normal  results:  edrophonium  challenge  test, 
pseudocholinesterase  level,  ionized  calcium, 
magnesium,  phosphorus,  free  and  total  carni- 
tine, lead  level,  creatine  kinase,  stool  and 
urine  porphobilinogen,  and  stool  and  throat 
cultures  for  polio.  Electromyography  and 
nerve  conduction  velocities  were  normal. 
Direct  laryngoscopy  revealed  vocal  cord 
paresis.  CT  scan  of  the  head  showed  atrophic 
facial  muscles.  A muscle  biopsy  demonstrat- 
ed fiber  type  disproportion.  A tracheotomy 
and  percutaneous  endoscopic  gastrostomy 
were  performed,  and  the  patient  was  weaned 
from  mechanical  ventilatory  support  after  48 
days.  He  was  discharged  from  the  hospital  on 
day  63,  taking  some  food  by  mouth  but 
receiving  supplemental  formula  via  the  feed- 
ing tube. 

The  patient  continued  to  have  recurring 
problems  with  excessive  oral  secretions  and 
atelectasis.  At  32  months  of  age,  he  was 
admitted  for  a work-up  that  revealed  gastroe- 
sophageal reflux  that  required  a Nissen  fun- 
doplication. 

At  48  months  of  age,  the  child  was  admitted 
for  flexible  bronchoscopy  and  consideration 
of  decannulation  of  his  tracheotomy.  The 
bronchoscopy  showed  copious  lower  airway 
secretions  and  persistence  of  left  lower  lobe 
atelectasis.  Similar  findings  were  observed 
with  a rigid  bronchoscopy  one  month  later.  At 
that  time,  15  mm  of  excess  tissue  was 
removed  from  the  eyelids  to  treat  ble- 
pharochalasis  and  pseudoptosis. 

At  age  four  and  one-half,  the  patient  is  age 
appropriate  for  motor  and  language  skills 
milestones.  The  percutaneous  feeding  tube 
remains  in  place  for  supplementation,  but  he 
takes  most  of  his  nutrition  orally.  His  weight 
is  21  kilograms  (60th  percentile),  his  height 
113.6  cm  (90th  percentile).  He  has  occasional 
bronchospasm  and  is  taking  cisapride  and 
ranitidine  for  gastroesophageal  reflux. 


The  histopathology  of  congenital  fiber  type 
disproportion  (CFTD)  was  first  reported  by 
Brooke  and  Engel  in  1969.1  CFTD  has  two 
essential  features — type  1 fibers  that  are 
greater  in  number  but  smaller  in  size  than 
type  2 fibers,  which  are  normal  or  slightly 
increased  in  size.2'4  Our  patient  exhibited  the 
typical  findings  of  proximal  muscle  weakness 
and  hypotonia,  but  did  not  exhibit  other  find- 
ings that  have  been  reported,  such  as  short 
stature,  kyphoscoliosis,  hip  dislocation,  joint 
contracture,  high-arched  palate,  and  foot 
deformities.5'7  Deep  tendon  reflexes  are  usual- 
ly normal  or  slightly  diminished.  Intellectual 
function  is  normal.3 

The  genetics  of  the  disorder  are  poorly 
understood.  Both  an  autosomal  dominant  and 
an  autosomal  recessive  mode  of  inheritance 
have  been  suggested.6-811  The  condition  has 
been  reported  in  twins,  in  association  with 
rigid  spine  syndrome,  and  in  families  with 
several  members  exhibiting  variable  expres- 
sion.4 

The  natural  course  of  the  disorder  varies.7 
An  infantile  onset  type  represents  the  more 
severe  end  of  the  spectrum  with  severe  weak- 
ness at  birth,  facial  and  bulbar  weakness, 
pseudoptosis,  marked  external  ophthalmo- 
paresis,  and  respiratory  failure.  However,  in 
most  cases,  there  is  a moderate  resolution  of 
symptoms  over  the  first  two  years  of  life. 
Motor  milestones  may  be  delayed  and  an 
indolent  myopathy  of  midlife  adults  may 
result.4-6  In  the  patients  who  show  clinical 
improvement,  subsequent  muscle  biopsies 
demonstrate  resolution  of  the  fiber  type  dis- 
proportion. In  most  children,  the  electromyo- 
gram is  unremarkable,  although  patterns  con- 
sistent with  a neuropathic  process,  a myo- 
pathic process,  or  both,  may  be  found.  Nerve 
conduction  velocities  are  normal.34  The  crea- 
tine kinase  concentration  is  normal  or  slightly 
elevated.4 

Giant  congenital  melanocytic  nevi  represent 
a special  group  of  melanocytic  lesions  that 
have  a predisposition  for  developing  malig- 
nant melanoma.12  These  nevi  are  greater  than 
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20  cm  in  diameter  and  are  seen  in  one  in 
20,000  newborns.  Patients  with  giant  congen- 
ital melanocytic  nevi  have  an  estimated  five 
percent  to  15  percent  lifetime  risk  for  devel- 
oping malignant  melanoma  but  account  for 
less  than  three  percent  of  all  cases  of  pediatric 
melanoma.612 13  They  have  a mortality  rate  of 
about  40  percent.13  The  so-called  neurocuta- 
neous  melanosis  sequence  describes  an  asso- 
ciation between  nevi  either  in  the  “bathing 
trunk”  distribution  or  on  the  head  and  neck 
with  the  presence  of  central  nervous  system 
manifestations  such  as  generalized  seizures 
and  evidence  of  increased  intracranial  pres- 
sure.12 Our  patient  did  not  demonstrate  this 
constellation  of  findings.  The  familial,  atypi- 
cal multiple  mole-melanoma  syndrome  con- 
sists of  nevocytic  nevi,  some  of  which  are 
large  (>8  cm)  and  atypical.  These  nevi  are 
acquired  and  make  their  earliest  presentation 
at  age  five  or  six,12  unlike  those  in  the  present 
case. 

No  one  has  clearly  defined  the  etiology  of 
either  of  the  two  conditions  that  affected  our 
patient.  Elder  et  al.  reported  an  infant  with 
fiber  type  disproportion  who  had  electromyo- 
graphic findings  consistent  with  a neuropath- 
ic lesion,  but  pathological  findings  that  failed 
to  show  demyelination.  He  argued  that  since 
there  is  fiber  type  predominance  without 
muscle  fiber  degeneration,  fiber  type  dispro- 
portion is  not  a primary  disease  of  muscle  but 
rather  an  abnormality  of  innervation,  either  in 
the  presynaptic  terminals  or  in  myelination  of 
the  parent  axons.14  The  most  commonly 
accepted  theory  explaining  the  etiology  of 
pigment  cell  tumors  is  that  nevus  cells  have  a 
dual  derivation,  developing  from  both 
melanocytes  in  the  epidermis  and  Schwann 
cells  of  the  neural  sheath.12  Schwann  cells, 
which  line  the  peripheral  nerves,  can  migrate 
into  the  dermis  and  give  rise  to  a number  of 
dermal  tumors.12 

This  heretofore  unreported  association 
between  fiber  type  disproportion  and  malig- 
nant melanoma  gives  rise  to  speculation 


regarding  the  possibility  of  a common  patho- 
genetic origin  in  primitive  neuroectodermal 
tissue.  This  thesis  remains  completely  specu- 
lative but  deserves  further  investigation.  An 
examination  of  muscle  biopsies  from  patients 
with  giant  congenital  melanocytic  nevi  or 
malignant  melanoma  may  clarify  the  issue.  □ 
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MEDICARE  UPDATE 


New  E/M  Documentation  Guidelines:  The  Health  Care 
Financing  Administration  (HCFA)  and  the  American 
Medical  Association  (AM A)  have  produced  medical 
record  documentation  guidelines  to  explain  appropriate 
use  of  Evaluation  and  Management  (E/M)  Codes.  The 
guidelines  are  much  more  extensive  than  the  ones  released 
in  1994.  The  new  guidelines  may  be  used  beginning  Octo- 
ber 1,  1997,  but  are  required  by  January  1,  1998. 

If  you  would  like  a copy,  you  may  download  the  guide- 
lines from: 

1.  The  HCFA  website  at  www.hcfa.gov/medicare/ 
mcarpti.thm  in  either  WordPerfect  6. 1 or  Adobe 
formats. 

2.  Palmetto  Government  Benefits  Administrator’s 
Bulletin  Board  System  (BBS)  by  following  the 
direction  procedures  printed  on  pages  two  through 
six  of  the  June  1997  Medicare  Advisory.  The  guide- 
lines are  in  area  31  rather  than  33.  The  file  name 
is  EMDOCGID.DOC  for  Microsoft  Word  6.0  for- 
mat and  EMDOCGID.TXT  for  text  only  format. 

The  SCMA  will  be  conducting  a workshop  on  the  new 
E/M  documentation  guidelines  on  December  19, 
1997.  For  more  information,  please  contact  Ms. 
Melissa  Hamby,  Director  of  Education  at  (803)  798- 
6207,  extension  253  or  1-800  327-1021  statewide. 

Not  Otherwise  Classified  Codes:  The  National  Drug 
Code  (NDC)  number  and  the  total  amount  of  the  drug 
administered  to  the  patient  will  be  required  for  all  drugs 
billed  with  the  Not  Otherwise  Classified  (NOC)  HCPCS 
codes  J3490,  J9999,  or  J7799  effective  January  1, 1998. 
The  NDC  number  is  a 10-digit  number  and  may  be  found 
on  the  package  of  medicine  in  the  Physicians  Desk  Ref- 


erence (PDR)  and  in  the  United  States  Phamiacopeial 
Dispensing  Information  (USPDI). 

Enter  the  NDC  number  in  item  24D  of  the  HCFA  1500 
claim  fomi  or  in  the  notepad  (or  HAO  Record)  for  elec- 
tronic claims.  You  should  continue  to  enter  the  number 
of  days  and  units  as  done  previously. 

New  ICD-9-CM  Codes  Now  Accepted:  You  may  begin 
using  the  latest  version  of  ICD-9-CM  codes  for  claims 
submitted  between  October  1 , 1997,  and  December  3 1 , 
1997.  You  must  use  the  latest  version  of  codes  for  claims 
received  on  or  after  January  1,  1998.  As  always,  it  is 
imperative  that  you  code  to  the  highest  level  of  speci- 
ficity. 

MEDPARD  Not  Mailed  in  1998:  In  compliance  with 
the  new  HCFA  instructions,  Medicare  will  not  routine- 
ly mail  the  Medicare  Participating  Physicians/Suppli- 
ers Directory  (MEDPARD).  Medicare  will  only  mail  one 
copy  of  the  1998  edition  to  those  participating  physicians 
who  specifically  request  one  by  calling  the  Medicare  Part 
B Provider  Service  Center.  If  you  would  like  one,  call 
(803)  788-5568  after  February  14, 1998.  You  may  update 
your  address  or  telephone  listing  for  the  1998  MED- 
PARD now  through  December  3 1 , 1997,  by  completing 
the  HCFA-855-C  and  mail  it  to:  Medicare  Part  B 
Provider  Certification,  AB-1 75,  PGBA,  PO  Box  100190, 
Columbia,  SC  29202-3190. 

UPINs  Available  on  the  Internet:  Complete  UPIN  direc- 
tories are  no  longer  available  in  book  fomiat.  They  are 
only  available  on  CD  from  the  U.S.  Government  Print- 
ing Office.  For  current  prices  and  ordering  information, 
call  (202)  512-1800.  UPINs  may  be  obtained  on  the 
Internet  at  www.fps.mcw.edu.  □ 


MEDICAID  UPDATE 


Medicaid  Managed  Care  Update:  The  Healthy  Options 
Program  (HOP)  bulletin  has  been  distributed.  Current- 
ly, 7 1 providers  have  enrolled  to  participate.  Please  refer 
to  this  Medicaid  Bulletin  dated  August  1, 1997,  for  enroll- 
ment information  and  program  details.  If  you  need  addi- 
tional information,  please  contact  your  program  manager 
in  the  Department  of  Physician  Services  at  (803)  253- 
6134. 

Upstate  expansion  of  the  Physicians  Enhanced  Program 
(PEP)  has  begun  in  the  following  counties:  Abbeville, 
Anderson,  Cherokee,  Edgefield,  Greenville,  Greenwood, 
Laurens,  McCormick,  Newberry,  Oconee,  Pickens,  Salu- 
da, Spartanburg,  and  Union.  Community  meetings  have 
been  completed  in  Greenville,  Greenwood,  and  Spar- 


tanburg explaining  PEP  to  potential  providers  and  other 
interested  parties. 

There  will  be  a PEP  meeting  in  Charleston  on  October 
31,  1997,  for  providers  in  Berkley,  Charleston,  Colleton, 
and  Dorchester  counties.  Please  call  Donna  Rothell,  Neal 
Martin,  or  Ladovia  Platt  for  a reservation.  Please  note  the 
time  and  location  below. 

10:00  a.m. — 1 :00  p.m. 

BonSecurs/St.  Francis  Xavier  Hospital 
2095  Henry  Tecklenburg  Drive 
Charleston,  SC  29414 
(Meeting  to  be  held  in  classrooms  1 and  2) 

□ 


NOMINATIONS  SOUGHT  FOR  THE 
“COUNTRY  DOCTOR  OF  THE  YEAR  AWARD” 

More  than  just  a physician,  he  or  she  is  a local  legend,  known  for  both  extraordinary  humanity  and  exemplary 
healing  skills. 

Anyone  knowing  a physician  who  fits  this  description  is  encouraged  to  submit  a nomination  on  his  or  her  behalf 
for  the  “Country  Doctor  of  the  Year  Award.” 

The  national  award,  now  in  its  fourth  year,  is  presented  by  Staff  Care,  Inc.,  a temporary  physician  staffing  firm 
based  in  Irving,  Texas.  Nomination  forms  can  be  requested  by  calling  Staff  Care  at  1-800-685-2272  and  must  be 
completed  and  returned  by  November  10, 1997.  □ 


PCN  UPDATE 


Physicians  Care  Network  (PCN)  has  over  43,000  cov- 
ered lives,  with  provider  participation  at  an  all-time 
high.  There  are  over  5,000  participating  physicians,  489 
participating  ancillary  providers  and  75  participating  hos- 
pitals. 

New  Groups 

• Creative  Apparel  Group  in  Andrews  and  Cades; 
effective  9/1/97;  Access/Utilization  Review. 

• Cardinal  Companies  in  Columbia:  effective  9/1/97; 
Access/Utilization  Review. 

In  the  August  1997  update,  we  indicated  that  Orangebuig 


Piggly  Wiggly  would  be  effective  August  1,  1997,  and 
Carolina  Pharmacist  in  Charleston  would  be  effective 
with  PCN  on  September  1 , 1997.  This  was  published  in 
error. 

It  is  extremely  important  that  all  providers  inform  PCN 
staff  of  address  and  tax  ID  number  changes,  as  well  as 
new  physicians  joining  the  practice. 

If  you  have  questions  about  PCN,  please  contact  Cindy 
Osborn,  Network  Coordinator,  PCN,  at  (803 ) 798-6207, 
extension  257  or  statewide  at  1-800-327-1021 . You  may 
also  send  an  e-mail  message  to  cindy@scmanet.org.  □ 
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UPCOMING  SCMA  WORKSHOPS 


Understanding  the  Internet 

The  future  is  now!  The  time  is  near  when  you  will  need  to  understand  the  Internet  in  order  to  practice  medicine  effec- 
tively and  efficiently.  This  program,  especially  designed  for  physicians  and  practice  administrators,  will  show  how 
you  can  use  the  Internet  to  benefit  your  practice  and  your  patients.  There  will  be  a morning  and  an  afternoon  ses- 
sion offered,  Register  by  October  21, 1997. 

9:00  a.m. — 12:00  p.m.;  Registration:  8:30  a.m. 

;:;®  °r 

1 :00  p.m --4:00  p.m.;  Registration:  12:30  p.m. 

Columbia:  November  4, 1997 , Adam ’s  Mark  Hotel 


How  To  Run  A More  Profitable  Practice 

If  s hard  to  believe  but  if  s true : last  year,  more  physicians  in  private  practice  worked  longer  hours,  brought  in  more 
revenue,  but  took  a cut  in  pay!  The  main  culprits?  Reduced  fees  and  overhead  gone  amuck.  In  this  workshop,  you 
will  learn  where  the  trouble  spots  are  and  how  to  bring  them  under  control.  You'll  also  learn  that  by  taking  advan- 
tage of  change  you  can  improve  your  profitability.  Register  by  October  29, 1997. 

9:00a.m. — 4:00p.m.;  Registration:  8:30  a.m, 

Columbia:  November  12, 1997,  Sheraton  Hotel  and  Coherence  Center 

Space  in  each  program  is  limited,  so  be  sure  to  register  early.  If  you  have  any  questions,  please  call  Melissa  Hamby 
at  (803)  798-6207,  extension  253  in  Columbia  or  at  1-800-327-1021  statewide.  You  may  also  send  Melissa  an  e- 
rh&0 message  to  melism@scmanet.org, : ■ ■ ■ ■ ■ . . . ■ ■ ■ ■ ■ ■ . ■ 


PROTECTING  YOUR  PRACTICE 


The  University  of  South  Carolina  School  of 
Medicine,  Richland  Memorial  Hospital,  and  the  South 
Carolina  Medical  Association,  in  conjunction  with  the 
South  Carolina  Society  of  Addiction  Medicine, 
present  its  Fifth  Annual  Alcohol  and  Drug  Issues 
Conference  for  Clinicians. 

The  conference  is  scheduled  for  December  6-7, 1997,  at 


the  Clarion  Townhouse  in  Columbia.  The  registration 
fee  is  $95.  For  more  irformation  and  a registration  form, 
please  contact  Steve  Hasterok  at  the  Office  ofCME,  3555 
Harden  Street  Extension,  Suite  100,  Columbia,  SC  29203 
or  call  (803)  434-4211.  Mr.  Hasterok' s fax  number  is 
(803)  434-4288  or  you  may  send  an  e-mail  message  to 
steve@richmed.medpark.sc.edu.  □ 


BACK  TO  SLEEP 

The  “Back  to  Sleep"  public  health  campaign  is  designed  to  help  reduce  the  risk  of  Sudden  Infant  Death  Syndrome, 
which  is  the  leading  cause  of  death  in  infants  from  one  month  to  one  year  of  age  in  the  United  States.  The  campaign 
educates  the  public  that  all  healthy  infants  should  be  placed  on  their  backs  to  sleep  to  help  reduce  the  incidence  of 
SIDS.  “Back  to  Sleep"  is  sponsored  by  the  U.  S.  Public  Health  Service,  the  American  Academy  of  Pediatrics,  the 
SIDS  Alliance,  and  the  Association  of  SIDS  and  Infant  Mortality  Programs.  If  you  are  interested  in  receiving  brochures 
and  other  promotional  materials,  free  or  charge,  to  distribute  to  your  patients , please  call  1 -800-505-CRIB. 
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SUPPORT  OUR  FUTURE  PHYSICIANS 

With  the  holiday  season  quickly  approaching,  many  physicians  and  physician  groups  are  thinking  of  ways 
to  express  their  thanks  to  those  who  have  contributed  to  the  growth  of  their  practices  during  the  past  year. 
Some  physicians  will  give  hams,  while  others  will  give  the  ever  popular  fruit  basket  or  box  of  chocolates. 
Many  nutritionists  agree  that  the  average  American  will  gain  seven  pounds  during  the  holiday  season  and  these  extra 
pounds  don’t  normally  disappear  with  the  beginning  of  the  new  year.  The  South  Carolina  Institute  for  Medical  Edu- 
cation and  Research  (SCIMER)  has  an  alternative  way  you  can  express  your  gratitude  to  others  during  the  holiday 
season. 

Instead  of  giving  the  gifts  mentioned  above,  why  not  support  our  future  physicians?  SCIMER  suggests  you  make 
a tax-deductible  contribution  to  support  our  scholarship  program  for  medical  students.  In  the  next  month,  you  will 
receive  a flyer  detailing  our  Season’s  Greetings  program  which  will  allow  you  to  support  our  future  physicians  and 
help  increase  the  number  of  scholarships  we  can  offer  to  the  medical  students.  The  Season’s  Greeting  program  allows 
you  to  give  a contribution  to  SCIMER  in  someone  else’s  name.  In  return,  SCIMER  will  send  a season’s  greeting 
card  to  that  person  in  recognition  of  your  gift. 

Presently,  SCIMER  awards  14  scholarships  annually  to  students  from  the  Medical  University  of  South  Carolina  and 
the  University  of  South  Carolina  School  of  Medicine.  SCIMER  scholarships  have  made  it  possible  for  medical  stu- 
dents to  buy  the  books  they  need,  avoid  borrowing  more  money  at  high  interest  rates,  or  repair  their  seven  or  eight- 
year-old  cars. 

Remember  to  look  for  our  flyer  about  the  Season’s  Greetings  program  and  pledge  your  support.  Today’s  medical 
student  is  tomorrow’s  physician  who  will  be  dedicated  to  the  health  of  South  Carolinians  in  the  coming  years. 


SCMA  PRACTICE  MANAGEMENT  SERVICES,  INC.— THE  NAME  SAYS  IT  ALL 

In  January  1997,  it  didn’t  even  have  a name.  Nine  months  later,  SCMA  Practice  Management  Services,  Inc., 
(SCMA  PMSI)  is  making  a name  for  itself  with  its  philosophy  of  “Putting  Physicians  First.”  In  its  short  life, 
SCMA  PMSI  has  served  over  35  physician  groups  with  cost-effective,  physician-focused  practice  management 
services.  Here  are  some  of  the  things  we’ve  done  for  SCMA  members: 

• Reviewed  and  redrafted  managed  care  contracts,  helping  members  avoid  provisions  that  are  potentially 
dangerous  to  their  practices  and  wallets. 

• Assisted  groups  in  evaluating  their  information  technology  needs,  including  practice  management  systems 
and  computerized  patient  records,  with  objective  advice  and  cost  analysis. 

• Using  a sophisticated  cost-accounting  approach,  helped  practices  to  understand  their  costs  of  providing 
services  and  their  break-even  point  for  each  service,  allowing  physicians  to  better  evaluate  and  negotiate 
managed  care  contracts. 

Whether  it’s  managed  care,  information  technology,  or  financial  management,  we  level  the  playing  field  for 
physicians.  Contact  us  today  and  see  how  we  can  put  our  expertise  to  work  for  you.  For  more  information  about 
how  SCMA  PMSI  can  serve  you,  contact  Stephen  Seeling  at  (803)  798-6207,  extension  260  or  1-800-327-1021 
statewide.  You  may  also  send  an  e-mail  message  to  Stephen  @scmanet.org.  □ 


MARK  YOUR  CALENDARS! 

The  South  Carolina  Medical  Association’s  Annual  Meeting  and  Scientific  Assembly  is  scheduled 
for  April  23-26,  1998,  at  the  Charleston  Place  Hotel,  Charleston,  South  Carolina. 
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Medical  Office  Management  and  Clinical 

Software 

Windows’95,  Win  3.X  and  DOS 


Rent  Monthly  for  $250  for  single  user  and  $50  for  additional  terminal  users. 
No  up  front  license  fees  and  only  a 90  day  contract.  Includes  installation, 
training  and  on  going  support  and  enhancements.  Rent  to  purchase  and  lease 
options  available. 

Are  you  able  to  select  your  own  hardware  and  vendor  ? 

Are  you  allowed  to  add  other  PC  products  to  your  system  ? 

Are  you  receiving  the  benefits  of  Microsoft  Window  products  ? 


fox  meadows 

software 


LIMITED 


Features 

Voice  and  Graphics 
Conversion  of  your  data 
Electronic  Claims  and  Statements 
Capitation  and  Managed  Care  support 
Appointment  Scheduler  supports  multiple  locations 
Document  support  with  interface  to  Microsoft  Word 
Chart  Notes  use  Point  & Click  DecisionTree  with  Templates 
Claims  for  Pri.,  Sec.,  Tertiary,  Worker’s  Comp. , Auto  Accident 
Network  support  for  Novell,  LANtastic,  Windows/NT,  Windows’95 
Medical  Records  (Medication,  Immunization,  Allergies,  Reactions,  etc.) 
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THE  FLAG 

In  1775,  as  the  rebellious  province  of  South 
Carolina  approached  confrontation  with  Great 
Britain,  it  had  no  state  or  national  flag.  On 
January  22,  1776,  the  Council  of  Safety 
ordered  “placement  of  proper  signals”  at  the 
lighthouse  on  Sullivan’s  Island  and  on  Fort 
Johnson  so  notice  could  be  given  of  hostile 
vessels  off  the  coast.  Four  days  later,  the 
Council  directed  Colonel  William  Moultrie, 
who  was  in  command  of  The  Second  South 
Carolina  Regiment  at  Fort  Johnson,  “to  fix 
upon  proper  signals  and... to  communicate 
them  to  the  Council.”  No  record  is  available 
of  exactly  what  happened  next,  but  some  25 
years  later,  Colonel  Moultrie  recalled,  “As  the 
State  troops  were  clothed  in  blue,  and  the  fort 
was  garrisoned  by  the  first  and  second  regi- 
ments, who  wore  a silver  cresent(sic)  on  the 
front  of  their  caps;  I had  a large  blue  flag 
made  with  a cresent(sic)  in  its  dexter  corner, 
to  be  in  uniform  with  the  troops:  This  was  the 
first  American  flag  which  was  displayed  in 
South  Carolina.  It  gave  uneasiness  to  our 
timid  friends  who  were  looking  forward  to 
reconciliation.  They  said  it  had  the  appear- 
ance of  a declaration  of  war.” 

Moultrie’s  flag  was  ready  by  March  9, 
1776,  when  Colonel  Christopher  Gadsden, 
Commander  of  the  First  South  Carolina  Regi- 
ment at  Fort  Johnson,  issued  general  orders 
that  directed  his  men  to  raise  and  lower  “the 
new  Provincial  flag... as  many  times  as  there 
are  men  of  war  seen.” 

On  January  9,  1776,  recognizing  the  strate- 
gic importance  of  Sullivan’s  Island,  which 
overlooked  the  entrance  to  Charleston  Har- 
bor, the  Council  of  Safety  ordered  the  con- 
struction of  “a  strong  fort  and  battery”  on 
Sullivan’s  Island.  The  fort  was  to  be  unique 

*Address  correspondence  to  Dr.  Kimbrough  at  1470 
Greenhill  Road,  Columbia,  SC  29206-2856. 


because  the  patriots  built  it  with  sabal  palmet- 
to logs,  which  were  native  to  Sullivan’s 
Island,  instead  of  the  traditional  tabby.  The 
idea  of  a palmetto  log  fort  came  from  an 
unknown  and  unidentified  patriot  who  sug- 
gested that  these  logs  would  stand  up  well 
under  enemy  bombardment. 

The  construction  and  defense  of  the  fort 
were  put  into  the  hands  of  Colonel  Moultrie. 
The  hastily  constructed  fort  was  incomplete 
when  on  May  3 1 the  British  fleet  was  sighted 
and  the  new  blue  flag  with  its  white  crescent 
was  raised  and  lowered  to  signal  its  arrival. 
On  June  1,  Commodore  Sir  Peter  Parker’s 
fleet  of  50  ships  dropped  anchor  and  prepared 
for  the  siege  and  bombardment  of  Charleston 
and  Sullivan’s  Island.  The  planned  ground 
attack  on  Sullivan’s  Island  never  was  possi- 
ble, but  intense  bombardment  on  the  Sulli- 
van’s Island  palmetto  fort  began  early  on 
June  28.  The  fire  was  returned  with  skill  and 
vigor  by  the  only  12  cannon  available  in  the 
fort.  The  flag  and  Sergeant  William  Jasper  of 
Halifax  County,  Georgia,  played  a prominent 
place  in  this  battle.  With  the  fort  under  heavy 
fire,  the  fort’s  flag  staff  was  shot  away  and 
the  flag  fell  outside  the  fort.  Crying, 
“Colonel,  don’t  let  us  fight  without  our  col- 
ors,” Sergeant  Jasper  leaped  outside  under 
intense  fire,  rescued  the  flag,  placed  it  on  a 
sponge  staff,  and  replaced  in  on  a bastion 
near  the  enemy.  Jasper’s  brave  action  encour- 
aged his  fellow  soldiers,  showed  the  anxious 
observers  in  Charleston  that  the  fort  had  not 
surrendered,  undoubtedly  showed  the  enemy 
our  mettle,  and  bound  his  name  indelibly  to 
the  history  of  our  flag.  Later  that  day,  Presi- 
dent William  Rutledge  visited  the  fort  to 
thank  the  garrison  for  their  gallant  and  suc- 
cessful conduct,  and  took  his  own  sword  from 
his  side  and  presented  it  to  Sergeant  Jasper. 

The  fleet,  though  it  enjoyed  far  superior 
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firepower,  suffered  many  casualties  and 
severe  damage  and  failed  to  subdue  the  fort. 
The  spongy  palmetto  logs  seemed  to  absorb 
the  enemy  cannon  balls.  The  fleet  withdrew 
at  evening.  Dawn’s  light  of  June  29  revealed 
HMS  Actaeon  stuck  fast  on  a shoal  near  the 
entrance  of  Charleston  Harbor.  The  Actaeon’s 
crew  had  set  her  afire  to  scuttle  her,  but  some 
American  troops  boarded  her  and,  according 
to  Colonel  Moultrie,  “brought  off  the  ship’s 
bell  and  some  other  articles,  and  had  scarcely 
left  her  when  she  blew  up  and  from  her 
explosion  issued  forth  a grand  pillar  of  smoke 
which  soon  expanded  itself  at  its  top.  and  its 
appearance  formed  the  figure  of  a palmetto 
tree.”  Much  more  appropriate  to  the  time  than 
a mushroom  cloud. 

After  this  battle,  which  was  the  first  clear 
victory  of  the  Colonists  in  the  Revolutionary 
War,  with  the  palmetto  logs  having  played 
such  an  important  part  in  the  successful 
defense  of  Sullivan’s  Island,  the  palmetto’s 
fame  spread  far  and  wide,  and  the  tree 
became  an  important  symbol  of  South  Caroli- 
na. It  was  made  a part  of  the  state  seal  and 
may  have  been  added  to  the  state  flag.  Very 
little  mention  of  the  flag  is  made  in  official  or 
unofficial  records  after  the  Battle  of  Sulli- 
van’s Island  until  the  time  of  secession. 

A volunteer  regiment  from  South  Carolina 
for  the  War  with  Mexico  called  itself  “The 
Palmetto  Regiment,”  and  fought  under  both 
the  national  flag  and  a regimental  banner 
bearing  a palmetto  tree,  but  this  banner  was 
not  official. 

During  the  frenzy  leading  to  secession,  the 
palmetto  tree  was  widely  used  in  many 
venues  to  signify  the  South  Carolina  state  of 
mind.  Even  at  Yale  the  students  were  sur- 
prised one  morning  to  see  a palmetto  flag 
unfurled  from  Alumni  Hall  as  they  assembled 
for  chapel.  But  all  this  use  was  unofficial. 
Very  popular,  but  still  unofficial  was  “The 
Sovereignty  Flag  of  South  Carolina,”  various- 
ly styled,  but  most  commonly  described  as 
“having  fifteen  white  stars  on  a marine  blue 
ground,  the  center  star  the  larger  one,  a white 
palmetto  tree  and  crescent  on  the  upper  right 


Figure  1.  The  state  flag  of  South  Carolina. 


hand  comer,  and  all  comers  in  red.” 

But  there  were  a variety  of  flags  and 
designs  used,  most  with  variations  of  the  pal- 
metto tree  included.  This  inconsistency 
demonstrates  and  emphasizes  the  absence  of 
an  official  banner. 

After  passage  of  The  Ordinance  of  Seces- 
sion by  the  South  Carolina  Legislature  on 
December  20,  1860,  the  state  severed  ties 
with  the  United  States  government  and  set 
about  organizing  its  own  government.  One  of 
its  first  issues,  after  it  had  adjourned  in 
Columbia  and  both  houses  convened  in  the 
Hibernian  Hall  in  Charleston,  was  the  impor- 
tant development  of  a national  (at  that  time) 
flag.  The  complexities  and  passion  of  the 
debate,  the  intensity  and  picturesqueness  of 
the  oratory,  and  the  attention  of  the  newspa- 
pers showed  that  the  choice  of  a flag  was 
important  to  everyone. 

On  December  21,  1860,  a joint  House  and 
Senate  committee  was  established  to  devise 
“a  National  flag  or  ensign  for  South  Caroli- 
na.” The  Joint  Committee  on  January  21, 
1861,  proposed  a national  flag,  “white,  with  a 
green  palmetto  tree  upright  thereon,  and  the 
union  blue  with  a white  in  crescent  thereon.” 
The  white  was  felt  to  be  not  only  uncommon, 
but  also  emblematic  of  the  bloodless  revolu- 
tion envisioned  and  hoped  for  by  some. 
Robert  Barnwell  Rhett,  Jr.,  immediately 
moved  to  amend;  to  read,  “The  flag... shall  be 
blue  with  a white  palmetto  tree  upright  there- 
on and  a white  crescent  in  the  upper  comer.” 
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Indicative  that  our  Legislature  does  not 
change  much  over  the  years,  after  over  one 
week  of  intense  and  sometimes  acrimonious 
debate,  submission  of  about  a dozen  varia- 
tions of  design,  some  outlandish,  impractical 
and/or  nonsensical,  Rhett’s  original  sugges- 
tion was  adopted  late  on  the  evening  of  Jan- 
uary 28,  1861,  and  this  flag  became  our 
national  flag. 

When  South  Carolina  entered  the  Confeder- 
ate States  of  America,  this  national  flag 
became  the  state  flag,  and  when  South  Caroli- 
na was  readmitted  to  the  United  States  of 
America,  it  remained  the  state  flag. 

Once  more,  the  flag  generated  a tumultuous 
session  of  the  Legislature  and  engendered 
vigorous  debate,  when  in  January  1899,  a bill 
to  change  the  background  of  the  flag  from 
blue  to  purple  passed  first  reading.  This 
change  was  said  to  be  emblematic  of  the  blue 
of  the  flag  being  purpled  over  by  the  red  of 
the  very  lifeblood  of  her  sons.  Eloquence 
from  both  sides  rang  loudly  and  long  until  the 
words  of  Confederate  veteran  J.  Harvey  Wil- 
son of  Sumter  implored  his  colleagues  not  to 
change  the  flag  for  which  many  had  suffered 
and  died  prevailed,  and  the  original  flag  was 
preserved. 

But  again  the  flag  fell  into  disuse  and  inat- 
tention. In  1909,  when  preparing  for  a visit 
from  President  William  Howard  Taft,  Gover- 
nor Martin  Ansel  could  find  no  state  flag 
available  for  the  occasion.  This  incident 
revived  interest  in  the  flag.  An  act  to  provide 
for  the  display  of  the  flag  over  public  build- 
ings and  to  teach  children  to  recognize  it  was 
passed  by  the  Legislature  in  1910. 

The  only  remaining  problem  was  the  proper 
orientation  of  the  crescent,  which  has  not 
been  completely  settled  to  this  day.  Neither 
this  nor  the  size  and  shape  of  the  palmetto 
tree  nor  the  shade  of  blue  were  specified  in 
the  flag  acts  of  1861  or  1910.  Alexander  S. 
Salley,  Jr.,  Secretary  of  the  Historical  Com- 
mission, was  authorized  by  the  1910  act  to 
decide  these  matters.  His  palmetto  tree  design 
and  blue  shade  have  been  accepted  and  are 
standard.  But  not  so  the  cresent.  Colonel 


Moultrie  used  the  crescent  as  it  appeared  on 
his  soldiers  caps  with  the  points  upright  on 
his  flag,  and  it  is  sometimes  seen  this  way. 
Many  flags,  including  the  one  aboard  the 
space  shuttle  “Challenger,”  show  the  points 
directed  towards  the  shaft.  But  the  crescent  is 
usually  shown,  as  Salley  directed,  as  a new 
moon  rising  over  the  palmetto  tree. 

THE  GREAT  SEAL 

The  development  of  the  Great  Seal  of  South 
Carolina  was  not  as  convoluted  or  as  subjec- 
tive or  as  passionate  as  that  of  the  flag. 

SEAL  comes  from  the  Latin  “Signellum” 
which  means  “sign,”  but  its  use  on  official 
documents  dates  back  to  Egypt  and 
Mesopotamia.  “Great  Seal”  merely  indicates 
the  largest  and  most  valuable  official  seal. 

On  March  26,  1776,  the  Provincial 
Congress  of  South  Carolina  set  up  a govern- 
ment independent  of  Great  Britain  and  elect- 
ed John  Rutledge  president.  One  week  later, 
on  April  2,  it  authorized  him  to  “to  design 
and  cause  to  be  made  a great  seal  of  South 
Carolina,  and  until  such  a one  can  be  made, 
to  fix  upon  a temporary  Public  Seal.”  For  the 
temporary  seal,  Rutledge  designated  his  pri- 
vate family  coat  of  arms.  Soon  after  the  Dec- 
laration of  Independence,  a design  for  an  offi- 
cial great  seal  was  prepared  by  William 
Henry  Drayton,  a member  of  the  Privy  Coun- 
cil, and,  after  a few  amendments,  was  accept- 
ed by  Rutledge  and  the  Privy  Council,  then 
delivered  to  an  engraver  in  Charleston  to  be 
formed  as  The  Great  Seal  of  South  Carolina. 
The  leading  engraver  in  the  colony  at  that 
time  was  George  Smithson  (?related  to 
Smithsonian?).  He  made  the  seal  four  and 
three-sixteenth  inches  in  diameter,  only 
slightly  less  than  the  four  and  three-eights 
inches  of  the  Royal  Seal  of  the  Province  of 
South  Carolina,  which  incidentally  showed 
the  Great  Britain’s  great  seal  on  one  side  and 
on  the  other  side  a seated  monarch  with  a 
woman  curtsying  before  him.  The  woman 
curtsying  represented  South  Carolina  bowing 
to  the  crown.  Alone  cause  enough  for  a revo- 
lution. Smithson  later  fled  to  the  West  Indies 
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Figure  2.  The  state  Seal  of  South  Carolina. 

as  a Loyalist. 

Both  the  arms  and  the  reverse  of  the  great 
seal  symbolized  the  battle  on  June  28,  1776, 
at  the  unfinished  and  unnamed  fort,  soon  to 
be  named  Fort  Moultrie,  on  Sullivan’s  Island. 

The  seal,  as  described  by  Governor  John 
Drayton,  son  of  the  designer:  “ARMS:  A pal- 
metto tree  growing  on  the  shore,  erect;  at  its 
base  a torn  up  oak  tree,  its  branches  lopped 
off,  prostate;  both  proper.  Just  below  the  Pal- 
metto tree — two  shields,  pendant;  one  of 
them  on  the  dexter  side  inscribed  March  26 — 
the  other  on  the  sinister  side — July  4.  Twelve 
spears,  proper,  are  bound  crosswise  to  the 
Stem  of  the  Palmetto,  their  points  raised,  the 
band  binding  them  together  bearing  the 
inscription,  Quis  Separabit  (Who  shall  sepa- 
rate). Under  the  prostate  oak  is  inscribed 
Meliorem  Lapsa  Locavit  (Having  fallen,  it 
has  risen  up  better),  below  which  appears  in 
letters,  1776.  At  the  summit  of  the  Exergne 
are  the  words  SOUTH  CAROLINA  and  at 
the  bottom  of  the  same  Animus,  Opibisque, 
Parati  (Prepared  in  mind  and  resources). 

REVERSE:  A woman  walking  on  the  Sea 
Shore,  over  swords  and  daggers,  she  holds  in 
her  dexter  hand  a laurel  branch — and  in  her 
sinister,  the  folds  of  her  robe;  she  looks 
toward  the  sun,  just  rising  above  the  sea;  all 
proper.  On  the  upper  part  is  the  sky,  azure.  At 
the  summit  of  the  Exergne  are  the  words  Dum 
Spiro  Spew  (While  I breathe,  I hope — mod- 
ern Gamecock  translation — “Wait  til  next 
year.”),  and  in  the  field  below  the  figure,  is 


inscribed  the  word  Spes  (Hope).  The  seal  is  in 
the  form  of  a circle,  four  inches  in  diameter; 
and  four  tenths  of  an  inch  thick.” 

Some  interpretation  may  be  helpful.  The 
tree  on  the  seashore  represents  the  palmetto 
fort  on  Sullivan’s  Island;  the  prostate,  dead 
oak,  the  British  fleet  under  the  Palmetto.  The 
12  spears  stand  for  the  12  states  of  the  union 
(Georgia  had  not  yet  joined  the  revolution). 
On  the  other  side,  the  woman  walking  on  bro- 
ken swords  and  spears  is  over  coming  obsta- 
cles with  the  sun  of  tomorrow  shining  in  her 
face.  The  dates  and  the  mottoes  are  self 
explanatory. 

There  are  no  legislative  requirements  or 
directions  on  the  use  of  the  seal.  For  many 
years,  official  papers  had  a red  ribbon  attached 
to  them,  then  the  ribbon  was  placed  in  a hole 
left  when  the  two  halves  of  the  seal  were 
bound  together,  then  melted  beeswax  poured 
in  the  hole  bound  the  seal  to  the  document.  I 
don’t  know  when  this  practice  stopped. 

SEAL  AND  MOTTO  OF  THE  UNIVER- 
SITY OF  SOUTH  CAROLINA 

A part  of  the  act  of  December  19,  1801,  by 
which  the  South  Carolina  Legislature  estab- 
lished South  Carolina  College,  stated  the 
trustees  “shall  and  may  have  a common  seal 
for  the  business  of  themselves  and  their  suc- 
cessors.” At  the  April  26,  1803,  meeting  of 
the  Board  of  Trustees,  a seal  was  adopted 
with  “ EMOLLIT  MORES  NEC  SINTI  ESSE 
JEROS”  as  the  motto.  The  two  figures  of  the 
seal  represent  on  the  dexter;  liberty  and  on 
the  sinister;  Minerva,  Goddess  of  wisdom.  At 
the  base  was  Universitas  Carolin,  and  below 
Merid,  and  below  that  1801,  date  of  the 
founding  of  the  University. 

The  seal  has  caused  little  or  no  controversy 
or  discussion,  even  when  President  Palms 
“simplified”  or  “modernized”  it  into  an  undis- 
tinguished logo  and  omitted  the  motto  a few 
years  ago.  Not  so  the  motto. 

The  words  of  the  motto  can  be  almost 
directly  translated  from  the  Latin  of  Ovid  as 
done  for  me  by  Professor  Jack  Perodotto  of 
SUNY  Buffalo: 
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The  University  of 
South  Carolina 


Figure  3.  Seal  and  Motto  of  the  University  of  South 
Carolina. 

EMOLLIT — To  soften-as  “mollify”  or 
mollusk — here  used  metaphorically. 
MORES — we  use  this  word  in  English — 
as  a plural  that  suggests  customs  or  gen- 
eral character  when  applied  to  a group; 
habits  or  total  disposition  when  applied 
to  the  individual. 

NEC — negative  conjunction  meaning 
“and.,  not.” 

SINIT — allow,  permit,  let  pass.  Dr.  Per- 
odotto  combines  the  negative  notion  of 
nec  with  with  the  basic  meaning  of  this 
unit  to  mean  “keeps  it  from.” 

ESSE — infinitive  of  Latin  word  “to  be.” 
JEROS — predicate  adjective  modifying 
mores  meaning  brutish,  animal  like,  fero- 
cious. 

Perodotto’s  recommended  translation  is, 
“...does  not  permit  character  to  be 
brutish.” 

Other  translations:  A.  L.  Wheeler’s  render- 
ing of  Ovid,  “Humanizes  character  and  per- 
mits it  not  to  be  cruel,”  and  from  the  Fasti 
Tristia  translation,  “Softens  the  manners  and 
suffers  them  not  to  be  brutal.”  The  Campus 
Shop  tried  to  bring  in  some  sense  of  context 
in  its  sign,  “Learning  polishes  men  but  does 
not  allow  them  to  be  rude.” 


While  neither  the  words  of  the  motto  nor 
the  literal  translations  make  clear  what  has 
this  ameliorating  effect  on  people,  the  motto 
is  taken  from  the  “Ponti  Epistles”  of  Ovid  and 
occurs  in  a discussion  of  the  improving 
effects  of  a liberal  education  on  the  mind  of  a 
ruler.  The  board  minutes  contain  no  discus- 
sion of  the  motto  or  why  this  particular  pas- 
sage was  chosen,  or  why  only  a portion  was 
chosen.  It  is  probable  that  the  board  members 
at  the  time  were  well  versed  and  familiar  with 
the  classics,  well  understood  the  meaning  and 
the  context  of  the  motto  and  felt  everybody 
who  read  or  had  interest  in  the  motto  would 
share  their  familiarity  with  it.  How  times 
have  changed! 

During  his  tenure  as  president  of  the  Uni- 
versity, Dr.  William  Patterson  recognized  the 
awkwardness  of  “ Emollit  mores  nec  sinet 
Esse  Jews,  ” and  recommended  a translation 
to  “render... the  sentiments  freely  and  in  short 
form,  but  in  a manner  which  does  not  violate 
the  original  ideas. ..My  recommendation 
would  be  to  use  a really  free  translation 
which  implies  that  “learning”  improves  both 
the  mentality  and  the  behavior  of  the  person 
who  has  undergone  studies  in  the  liberal  arts, 
or  indeed  any  other  worthwhile  academic 
enterprise.  Assuming  that  this  position  is 
taken,  I believe  it  useful  to  render  the  univer- 
sity motto  as  “Learning  elevates  both  Mind 
and  Character.” 

“Some  purists  may  balk  at  the  freedom  of 
this,  but  I think  in  view  of  all  the  circum- 
stances, it  is  permissible  and  serviceable.  It 
would  be  well,  however,  always  to  place  the 
free  translation  in  quotation  marks,  so  as  to 
make  clear  that  it  is  derived  from  the  original, 
rather  than  pretending  to  translate  it  literally.” 

So  it  appears  you  can  choose  and  use 
whichever  translation  you  like  or  devise  your 
own.  D 
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Editorials 

REFLECTIONS  ON  THE  SMA-1 
(A.K.A.,  THE  MEDICAL  HISTORY) 


The  following  thoughts  on  the  medical  history  are  based  on  30  years  of  reflection  and  are  offered 
here  because  of  the  increasing  extent  to  which  our  written  work  is  scrutinized  by  others. 

— CSB 


A tongue-in-cheek  aphorism  of  unknown 
attribution  holds,  “When  all  else  fails,  take  a 
history.”  A refinement  is  to  ask,  “What  did 
the  SMA-1  show?”  I call  the  history  the 
SMA-1  and  the  physical  examination  the 
SMA-2 — ideally,  neither  should  be  preceded 
by  any  other  tests!  In  presenting  here  some 
personal  preferences  for  the  history,  I don’t 
wish  to  imply  that  there’s  only  one  way  to  do 
it.  Indeed,  I marvel  at  one  colleague’s  ability 
to  construct  a pathophysiologically-based 
problem  list,  at  another’s  ability  to  capture 
the  essence  of  a case  with  a few  terse  phrases. 
Each  physician  should  work  out  his  or  her 
own  style,  and  take  pride  in  it.  Here’s  my 
abbreviated  version  of  Strunk  and  White’s 
Elements  of  Style  as  applied  to  the  SMA-1. 

1.  Introduce  the  patient  by  name  and 
record  number.  Thereafter,  just  say  “he”  or 
“she.”  Who  else  but  the  patient?  Who  else  but 
Mrs.  Brown? 

2.  Frame  the  scenario  in  a lead  para- 
graph— ideally,  a single  long  sentence — that 
includes  the  chief  complaint  and  its  duration 
and  whets  the  reader’s  appetite  for  more. 
Your  task  is  to  make  your  patient  seem  like 
the  most  interesting  human  being  in  South 
Carolina,  for  you  are  his  advocate.  Recall 
Rudyard  Kipling’s  famous  ditty:  “I  keep  six 
honest  serving  men/They  taught  me  all  I 
knew/Their  names  are  What  and  Where  and 
Why  and  How  and  When  and  Who.”  Like  a 
good  newspaper  reporter,  you  should  try  to 
answer  all  of  these  questions  in  the  opening 


frame.  Is  there  anything  distinctly  newswor- 
thy about  your  patient?  If  so,  include  it  (for 
example:  “this  is  the  first  admission  to  this 
hospital,  and  indeed  the  first  lifetime  hospi- 
talization, for  this  96-year-old  still-active 
farmer.”)  Here’s  a fuller  example  of  my  con- 
cept of  the  lead  paragraph: 

This  is  the  17th  Mecca  Medical  Cen- 
ter admission  for  this  59-year-old 
divorced  (X3)  white  male  house 
painter  who  carries  previous  diag- 
noses of  alcoholism,  biopsy-proven 
Laennec’s  cirrhosis,  and  esophageal 
varices,  who  was  last  discharged  6 
weeks  ago  after  an  episode  of  endo- 
scopically-documented  variceal 
bleeding,  and  who  is  now  admitted 
by  way  of  the  emergency  room  to 
which  he  was  brought  early  this 
morning  by  friends  with  a chief  com- 
plaint of  “vomiting  up  bright  red 
blood”  which  began  at  3 A.M.  today 
in  the  course  of  an  all-night  poker 
game. 

Note  the  literary  device  of  “ who  carries 
previous  diagnoses  of  ” or  “whose  previous 
diagnoses  include.  ” Revealing  key  elements 
of  the  patient’s  previous  diagnoses  allows  the 
reader  to  begin  forming  hypotheses  as  the 
story  unfolds.  You  should  of  course  put  each 
diagnosis  to  critical  scrutiny,  since  they  could 
all  be  wrong. 
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3.  The  present  illness  should  be  seg- 
mented into  a series  of  relatively  short  para- 
graphs, each  starting  with  a participial  phrase 
indicating  time  in  relation  to  today’s  date. 
Remember  that  future  readers  will  have  no 
frame  of  reference  for  “Wednesday”  or 
“October  17”  unless  they  happen  to  be  idiot 
savants.  There  are  two  approaches:  start  with 
the  most  recent  event  and  work  backwards,  or 
start  with  the  first  event  and  work  forwards.  I 
don’t  think  it  matters,  but  don’t  forget  to  ask, 
“When  was  the  last  time  you  were  in  your 
usual  good  health  (or  baseline  health)?”  Try  to 
avoid  medical  terminology  unless  your  patient 
uses  it  or  unless  you  make  it  clear  that  the 
terms  came  from  the  old  records.  For  example: 

At  3 AM  this  morning,  he  was  in  his 
usual  state  of  poor  health  when, 
while  holding  three  aces  and  two 
kings  in  a game  of  five-card  stud,  he 
suddenly  began  to  vomit  bright  red 
blood  . . . 

Twelve  years  ago  (1985;  see  old 
records),  he  had  his  first  episode  of 
hematemesis  . . . 

Be  generous  about  what  you  include  in 
the  present  illness,  bringing  in  relevant  por- 
tions of  the  past  history,  review  of  systems, 
family  history,  and  social  history. 

4.  Start  the  past  medical  history  with  a 
statement  about  the  patient’s  general  health — 
ideally,  his  verbatim  response  to  your  ques- 
tion, “How  has  your  health  been  most  of  your 
life,  except  for  the  problem  bothering  you 
now?”  This  is  the  lifetime  equivalent  of  the 
“chief  complaint.”  Properly  done,  it  conveys 
a great  deal  of  information.  Contrast,  for 
example,  the  patient  who  exclaims  “Perfect!” 
with  the  one  who  laments  that  “I’ve  been 
sickly  most  of  my  life,  and  my  mother  says 
that  even  as  a baby  I got  everything  that  came 
around.”  After  cataloguing  her  acute  infec- 
tious diseases,  hospitalizations,  operations, 
immunizations,  and  present  medications,  be 
sure  to  include  under  “allergies”  whether  she 


has  ever  taken  penicillin-type  drugs  and,  if 
so,  what  happened.  Remember  that  “NKA” 
won’t  help  the  future  reader  very  much  dur- 
ing an  emergency. 

5.  Don’t  skimp  on  the  review  of 
systems,  especially  since  auditors  are  now 
indicating  that  they  plan  to  take  your  thorough- 
ness here  quite  seriously.  The  components  are 
straightforward  and  known  to  all  physicians, 
but  I’d  like  to  emphasize  two  categories  that 
are  often  neglected:  sleep  and  weight.  What 
are  his  sleep  patterns,  and  does  he  snore  loud- 
ly? What  is  her  all-time  maximum  (non-preg- 
nant) weight?  What  did  she  weigh  at  high 
school  graduation?  What  does  she  weigh  now? 

6.  Make  the  family  history  concise 
unless  it’s  really  interesting  and  relevant. 
Indicate  what  the  parents  and  any  siblings 
may  have  died  from,  and  at  what  ages.  Try  to 
include  heart  disease,  diabetes,  and  cancer, 
and  any  diseases  that  might  bear  on  the  pre- 
sent illness. 

7.  Make  the  social  history  a distinct 
portrait  of  the  patient  and  his  lifestyle,  and — 
ideally — a celebration  of  his  uniqueness. 
How  far  did  she  go  in  school?  Where  has  she 
lived?  Tell  about  occupations,  marriages, 
children,  and  hobbies.  Mention  any  special 
accomplishments.  What  does  he  do  during  a 
typical  day?  And  of  course  mention  use  of 
tobacco,  alcohol,  and  any  illicit  drugs. 

8.  The  physical  examination  should 
not  be  a dissertation  on  normal  external 
anatomy,  but  neither  should  it  be  skimpy. 
Remember  that  “WNL”  means  “we  never 
looked.”  I especially  cringe  at  “HEENT:  neg- 
ative,” since  some  departure  from  the  perfect 
is  always  to  be  found  above  the  clavicles:  a 
fleck  of  calcium  on  the  right  tympanic  mem- 
brane, arcus  corneae,  slight  deviation  of  the 
nasal  septum  to  the  left,  or  a small  torus 
palatinus  deformity.  Likewise,  you  should 
nearly  always  find  something  noteworthy 
about  the  skin  of  anyone  past  early  childhood. 
Try  to  avoid  diagnostic  terms  unless  the 
abnormality  is  relatively  trivial  and  the  diag- 
nosis reasonably  obvious.  Even  then,  it’s  best 
to  use  modifiers  such  as  “consistent  with.” 
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9.  The  impression  or  problem  list 

should  reflect  the  depth  and  accuracy  of  your 
thinking  about  the  case.  Remember  that  a 
“problem”  is  any  abnormality  identified  by 
the  history,  the  physical  examination,  or  fur- 
ther studies  defined  to  its  fullest  extent  but  no 
further.  Problems  are  not  “rule  outs.”  Such 
phrases  as  “etiology  uncertain”  reflect  intel- 
lectual honesty.  My  preference  is  to  group 
problems  if  it  seems  logical  to  do  so,  to  lump 
rather  than  to  split.  And  I try  to  suggest  possi- 
ble etiologic  relationships  whenever  possible. 
For  example: 

PROBLEMS: 

1 . Acute  hematemesis,  suspected  sec- 
ondary to  (3.  b.) 

2.  Alcoholism,  by  history,  related  to  (4) 

3.  Laennec’s  cirrhosis,  biopsy- 
proven,  secondary  to  (2),  compli- 
cated by 

(a)  ascites 

(b)  esophageal  varices,  endoscopi- 
cally-verified 

(c)  elevated  BUN  and  creatinine — 
suspect  hepatorenal  syndrome, 
consider  other  possible  causes 

(d)  previous  episode  of  hepatic 
encephalopathy,  resolved,  now  on 
maintenance  lactulose 

4.  Bad  social  situation. 

Note  the  attempt  to  keep  the  number  of 
active  problems  relatively  small  and  therefore 
manageable. 

10.  Write  a brief  formulation  or  discus- 
sion in  which  you  summarize  your  thinking 
about  the  patient.  This  is  your  chance  to  show 
your  grasp  of  the  differential  diagnosis  and 
the  likely  outcome.  Make  it  clear  that  you’ve 
considered  unusual  possibilities  (“zebras,”  we 


call  them),  and  why  you’ve  elected  not  to 
pursue  these  aggressively  at  this  time.  Men- 
tioning such  possibilities  may  be  extremely 
helpful  later  on  should  the  outcome  be  unfa- 
vorable or  the  case  come  to  litigation.  This  is 
also  your  chance  to  document,  however 
briefly,  that  you’ve  delved  into  the  medical 
literature  seeking  evidence-based  knowledge 
to  bear  on  the  current  problem.  For  example: 

This  unfortunate  man  with  known 
cirrhosis  presents  with  massive 
hematemesis  probably  caused  by  his 
varices,  as  was  the  case  on  his  last 
hospitalization.  The  sudden  onset 
without  vomiting  argues  against  a 
Mallory-Weiss  tear;  lack  of  recent 
use  of  alcohol,  NSAIDS,  or  other 
corrosive  drugs  argues  against  gastri- 
tis, and  the  normal  stomach  and  duo- 
denum on  his  recent  endoscopy 
makes  peptic  ulcer  unlikely.  We  plan 
to  control  the  bleeding  by  sclerother- 
apy or  banding  (for  a recent  meta- 
analysis of  the  literature,  see  Blood 
and  Guts  1997;  6:  14-28).  If  he  sur- 
vives the  acute  illness,  we  should 
again  enlist  the  help  of  Social  Ser- 
vices to  see  whether  a living  arrange- 
ment more  satisfactory  than  his  pre- 
sent boarding  home  can  be  found. 
His  present  condition  is  serious,  and 
his  long-term  prognosis  is  poor. 

11.  Outline  your  plan  succinctly  and 
systematically,  making  liberal  use  of  such 
phrases  as  “studies  as  per  order  sheet.” 

12.  Sign  your  work  with  pride! 

— CSB 
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On  we  C over. 


WILLIAM  LOWRY  PRESSLY,  1887-1954 


The  1940-41  president  of  the  South  Caroli- 
na Medical  Association  was  honored  again  in 
December  of  1948  with  a gold  medal  from 
the  American  Medical  Association  for  his 
selection  as  America’s  Family  Doctor  of  the 
Year.  Due  West  paid  tribute  to  “Dr.  Buck” 
with  a dinner  in  his  honor  to  which  the  entire 
town  was  invited. 

“Buck”  Pressly  was  born  in  Due  West 
where  his  father  was  a professor  of  Greek  and 
Latin  at  Erskine  College.  After  graduation 
from  Erskine  in  1908,  “Buck”  entered  the 
Atlanta  Medical  College  (now  Emory  Uni- 
versity School  of  Medicine).  To  finance  his 
medical  education,  he  played  professional 
baseball  in  the  Virginia  League.  He  played 
first  base  on  the  Roanoke  team  for  four  years, 
the  last  two  serving  in  the  double  capacity  of 
first  baseman  and  manager,  and  he  won  the 
pennant.  He  became  playing  manager  in  Nor- 
folk in  1913,  and  in  1914  won  his  second 
pennant.1 

After  three  years  of  hospital  experience  at 
Jefferson  Hospital  in  Roanoke,  Virginia,  Dr. 
Pressly  returned  to  Due  West  and  entered 
general  practice  as  a “horse  and  buggy  doc- 
tor.” His  first  year  in  practice,  his  annual 
income  was  $750.  He  was  often  reminded 
that  he  made  more  as  a manager  of  a baseball 
team.  In  his  40  years  of  practice,  he  delivered 
over  4,500  babies,  including  16  sets  of  twins, 
and  wore  out  22  model  T Fords  as  he  made 
his  rounds  on  the  muddy,  slippery,  red  dirt 
roads  of  Abbeville  and  Anderson  Counties. 
He  is  quoted  in  an  article  in  The  State  Maga- 
zine:: “You  get  a variety  of  practice,... I’m  not 
envying  the  specialist,  but  if  variety  is  the 
spice  of  life,  then  the  country  general  practi- 
tioner has  a vast  deal  of  spice!”2 

Besides  leading  an  unbelievably  full  profes- 
sional life,  including  physician  at  Erskine 


College,  the  genial  spirited  doctor  found  time 
to  serve  as  deacon  in  his  church,  as  a member 
of  the  school  board,  as  a trustee  of  Erskine 
College,  and  as  a member  of  the  Due  West 
Board  of  Public  Works.3  He  served  as  a cap- 
tain in  the  Army  (1917-1918)  as  well. 

Dr.  Pressly  was  president  of  his  county 
medical  society  in  1920,  president  of  the 
Third  District  Medical  Society,  vice-president 
of  the  Tri-State  Medical  Association  (1926), 
and  served  on  the  Council  on  Medical  Educa- 
tion and  Hospitals  and  was  chairman  of  the 
Medical  Preparedness  Committee  (1939- 
1940)  of  the  American  Medical  Association. 
He  was  chairman  of  the  section  on  general 
practice  of  the  Southern  Medical  Association 
for  two  terms  and  chairman  of  Council  of  this 
organization.  He  was  active  in  the  South  Car- 
olina Chapter  of  the  Academy  of  General 
Practice  and  became  its  chairman.4  Dr.  Pressly 
was  a member  of  the  Council  of  the  South 
Carolina  Medical  Association  for  eight  years, 
the  last  year  on  Council  serving  as  chairman. 
He  was  awarded  an  honorary  degree  (L  L.  D.) 
from  Erskine  College  in  1948  and  in  1949 
received  the  honorary  degree  of  Doctor  of 
Public  Health  from  the  Medical  College  of 
South  Carolina. 

Jane  McCutchen  Brown 
Curator,  Waring  Historical  Library 
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hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

CALL  TODAY! 
(803)  566-6500 

AIR  FORCE  RESERVE 


A GREAT  WAY  TO  SERVE 


25-701-0004 


Healthcare 

CONSULTING,  INC. 


Business  consultants  to  physicians. 
Serving  the  medical  industry  since  1971. 


• Practice  management  services. 

• Group  information. 

• Accounting. 

• Practice  income  distribution  systems. 

• Practice  development  and  marketing. 

• Managed  care  contracting. 


•Tax  planning  and  preparation. 

• Retirement  plan  design  and 
administration. 

• Coding  and  fee  analysis. 

• Personal  and  financial  planning. 

• Management  information  systems. 


1293  D Professional  Drive  • Myrtle  Beach,  SC  29577 
803  449-0637  • 800  424-3904 


Endorsed  by  American  Academy  of  Family  Physicians 


1997-1998  SCMAA  HEALTH  PROMOTION  COMMITTEE 


Alliances  across  South  Carolina  are  gearing  up  to  help  promote  the  health  and  well-being  of  our 
citizens.  Each  alliance/auxiliary  will,  in  their  own  way,  help  make  a difference.  This  year,  the 
Health  Promotion  Committee  will  continue  two  of  their  past  projects. 

On  October  11th,  alliances  across  our  state  and  the  nation  will  again  observe  “SAVE  DAY.”  Each 
alliance  is  planning  a special  observance  to  help  make  the  community  more  aware  of  the  growing 
problem  of  violence  in  our  society  and  to  help  “Stop  America’s  Violence  Everywhere.” 

Teen  Hotline  Cards  will  be  available  to  be  distributed  to  middle  and  high  school  students  in  our 
state.  These  wallet  size,  laminated  cards  contain  toll-free  hotline  crisis  numbers.  Call  Cathy 
Boland  at  the  South  Carolina  Medical  Association  Alliance  (SCMAA)  office  to  order  the  cards. 
Two  new  projects  will  reflect  the  national  health  promotion  goals  of  the  American  Medical  Asso- 
ciation (AMA)  and  the  American  Medical  Association  Alliance  (AMAA).  Educational  and  pro- 
motional materials  designed  to  help  prevent  tobacco  use  among  teenagers  are  available  to  county 
alliances.  Each  year,  many  teens  begin  to  experiment  with  tobacco.  Before  they  realize  it,  they 
are  “hooked”  on  this  addictive  drug  and  begin  a life  time  habit  with  all  the  health  problems  asso- 
ciated with  it.  It  is  our  hope  that  through  educational  materials  and  programs  we  can  make  a dif- 
ference. 

To  follow  the  national  focus  of  AMAA,  we  are  in  the  process  of  producing  a pamphlet  to  help 
make  the  public  aware  of  the  signs  and  symptoms  of  elder  abuse.  This  type  of  abuse  is  one  of  the 
most  under  reported  types  of  violence  in  our  state.  Because  of  the  rapid  growth  in  the  elder  popu- 
lation and  the  huge  amount  of  stress  placed  on  their  caregivers,  elder  abuse  has  become  an  ever 
increasing  problem.  Through  public  awareness,  the  SCMAA  hopes  to  make  a difference. 

For  more  information  about  any  of  these  programs,  you  may  contact  Sarah  McCraw  (864-370- 
2339)  or  Marie  Henry  (864-879-7604),  SCMAA  Health  Promotion  Co-Chairpersons. 
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classifies 


WANTED:  MEDICAL  DOCTOR  WITH 
SC  LICENSE — Available  for  examinations  a 
few  hours  a week.  Excellent  opportunity  for  a 
new  doctor  or  retired  doctor.  Negotiable  com- 
pensation package.  Please  send  resume  to  602 
Tryon  Place,  Gastonia,  North  Carolina  28054. 

WANTED:  PRIMARY  CARE  PRAC- 
TICES: UCI  MEDICAL  AFFILIATES, 
INC.,  - DOCTOR’S  CARE,  PA  is  currently 
expanding  in  South  Carolina!  Seeking  prima- 
ry care  medical  practices  for  merger/acquisi- 
tion. Would  also  consider  specialty  practices. 
Please  direct  CVs,  correspondence  to  UCI 
Medical  Affiliates,  Inc.  (dba  Doctor’s  Care, 
PA),  1901  Main  Street,  Suite  1200,  Mail  Code 
1105,  Columbia,  SC  29201,  Attn:  Practice 
Acquisitions. 

FAMILY  PRACTICE/PRIMARY  CARE: 

Practice  opportunities  in  South  Carolina  for 
experienced  practitioners  on  a full-time  or 
part-time  basis.  If  you  are  looking  for  a little 
extra  “butter  and  egg”  money,  we  have  short- 
term placement.  When  you  are  considering 
making  a change  in  your  job  status,  we  would 
be  honored  to  discreetly  represent  you.  Jennie 
Ware  Family  Medical  Services,  Inc.,  provides 
the  highest  quality  provisional  contract  medi- 
cal services  to:  family  practices, 

clinics/urgent  care  centers,  hospital  systems, 
nursing  homes  and  assisted  living  centers, 
and  multidisciplinary  groups  or  networks.  We 
are  located  in  Greenville,  SC.  For  more  infor- 
mation, call  toll-free  (888)  593-6737,  or  visit 
our  website  http://www.jennieware.com. 


GROUP  OF  RESIDENCY-TRAINED 
EMERGENCY  PHYSICIANS:  Need  board 
certified  EM  independent  contractor  to  fill  5- 
7,  eight  hour  shifts  per  month.  120  bed  hospi- 
tal in  rural  upstate  South  Carolina.  Fax  CV  to 
1-864-888-1403. 

EMERGENCY  MEDICINE,  FAMILY 
PRACTICE,  INTERNAL  MEDICINE, 
ORTHOPAEDIC  SPINE  SURGERY, 
ORTHOPAEDIC  SPORTS  MEDICINE, 
RHEUMATOLOGY — Practice  opportuni- 
ties exist  in  local  medical  facilities  and  with 
private  practice  groups  in  Orangeburg  County 
for  experienced  practitioners  and  graduating 
residents/fellows.  All  positions  include  salary, 
benefits  package,  and  relocation  allowance. 
Located  at  the  junction  of  1-26  and  1-95,  35 
minutes  to  Columbia  and  65  minutes  to 
Charleston.  Area  known  for  its  gardens,  golf, 
hunting,  and  fishing  (Lake  Marion).  Achieve 
financial  success  in  a non-competitive  envi- 
ronment while  enjoying  a superior  quality  of 
life.  Contact  Dr.  Chermol,  The  Regional 
Medical  Center  at  (800)  866-6045. 

FOR  SALE:  Long  established  solo  pediatric 
practice  in  thriving  affluent  nearby  South 
Carolina  city  of  30,000.  Building  owned  by 
pediatrician.  Please  direct  responses  to: 
Physician’s  C.P.A.,  PC.,  3531  Walton  Way, 
Augusta,  GA.  30909. 
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Greenville  Hospital  System 


SOUTH  CAROLINA  FAMILY  PHYSICIANS 


Healing  is  a Matter  of  Time , But  it  is 
Sometimes  Also  a Matter  of  Opportunity 
— Hippocrates  (c.460-c.377BC) 

BC/BE  Family  Practice  Physicians — Opportunity  to  join 
an  energetic  primary  care  network  in  the  growing 
upstate  region  of  South  Carolina.  Private  practice 
opportunities  in  both  FP  and  FP/  OB  in  Greenville,  Greer 
and  Laurens.  Affiliated  with  a state-of-the-art,  multi- 
facility health  system  offering  a sophisticated  network  of 
specialties  and  technologies.  Competitive  and 
progressive  salary  package.  Contact  Linda  Stoddard, 
GHS/GHC , 701  Grove  Road,  Greenville,  SC  29605,  (864) 
455-6157  or  1-800-772-6987. 
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The  Journal  of  the  South  Carolina  Medical  Association 


Matters  of  Interest 
to  South  Carolina 
Physicians. 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


HOW  LONG  WILL  $1,000,000  LAST? 


$1 ,000,000  is  a lot  of  money.  However,  if  you  think  of  the  monthly  income  it  will 
produce  rather  than  as  a lump  sum,  it  may  not  be  as  much  as  you  think.  This 
table  shows  how  many  years  $1,000,000  will  last: 


INTEREST  RATE 

MONTHLY 

INCOME 

6% 

8% 

10% 

$5,000 

27.0 

38.0 

Forever 

$6,000 

20.0 

24.8 

36.0 

$7,000 

16.0 

18.7 

23.0 

$8,000 

13.4 

15.1 

17.5 

$9,000 

11.6 

12.7 

14.3 

$10,000 

10.2 

11.0 

12.1 

Example:  If  you  begin  with  $1,000,000  and 
continuously  earn  8%  interest,  you  can  withdraw 
$6,000  per  month  for  24.8  years.  The  fund  will  then 
be  depleted. 

Assumes  spendable  dollars  after  income  taxes  in  a 
35%  combined  federal  and  state  bracket. 


This  chart  shows  how  long  it  will  take  to  accumulate  a fund  of  $1 ,000,000: 


INTEREST  RATE 


MONTHLY 

SAVINGS 

6% 

8% 

10% 

$1,000 

29.5 

24.5 

22.2 

$1,500 

24.5 

20.8 

18.9 

$2,000 

20.8 

17.9 

16.5 

$2,500 

18.7 

15.8 

14.5 

$3,000 

15.8 

14.5 

12.8 

Example:  If  you  earn  8%  per  year  and  can  save 
$2,000  per  month,  it  will  take  17.9  years  to 
accumulate  $1,000,000. 

To  accumulate  a fund  for  your  own  retirement  requires  time.  If  you  die  early, 
you  run  out  of  time.  Life  insurance  creates  instant  capital  for  your  family.  If  your 
accumulated  capital  is  not  sufficient  if  you  die  today,  consider  life  insurance  to 
proctect  your  family.  Premiums  to  instantly  create  a $1 ,000,000  benefit  for  your 
survivors  have  dramatically  decreased  over  the  last  several  years. 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax 
advice.  Only  your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


ALZHEIMER’S 
TREATMENT  STUDY 


HR#6798 


Medical  University  of  South  Carolina 
INSTITUTE  OF  PSYCHIATRY 
Charleston,  SC 


The  Institute  of  Psychiatry  is  seeking  volunteers  to  participate  in 
an  outpatient  research  study  of  an  investigational  medication  for 
the  treatment  of  individuals  with  probable  Alzheimer’s  Disease. 


This  treatment  program  is  offered  FREE  OF  CFiARGE  for  patients  meeting  the  initial 
qualifying  criteria. 


Qualifying  participants  must: 

♦ Be  physically  healthy  men  and  women  over  50  who  are  in  the  mid  stages  of 

Alzheimer’s  Disease 

♦ Be  under  the  private  care  of  a physician  and  primary  caregiver 
♦ Be  officially  diagnosed  with  probable  Alzheimer’s  Disease  by  a physician 
♦ Have  the  symptoms  of  dementia  for  at  least  6 months 

Participants  meeting  initial  qualifying  criteria  will  receive 

the  following  free  services: 

Complete  Physical  Examinations  ♦ Neurological  Examinations  ♦ 
Blood  Work  ♦ Routine  EKGs  ♦ Psychological  Testing 

Out-of-town  guests  may  receive  a complimentary  one  night’s  stay  at  the  Comfort  Inn  for 

PARTICIPATING  IN  THIS  STUDY. 

I 1 

To  volunteer  or  for  more  information,  please  contact: 

Alzheimer’s  Research  and  Clinical  Programs 
Medical  University  of  South  Carolina 
(803)  792-6895 

All  inquiries  confidential 


Tfi/mi  fti-ACftriKo  HTTD  ART  C M 

It  you  presen  be  DURABLE  M 
at  home,  you’ve  been  through  the  t< 


UL  EQUIPMENT  (DME)  for  your  patients 
of  completing  the  CERTIFICATE  OF 


complete  these  forms! 


Help  is  now  available  to  relieve  the  physician  and  his  or  her  staff  of  this  burden! 


CMN  Assistant 


CMN  Assistant™  software  that  takes  you  step  by  step  through  the  process  of  completing 
CMN’s  correctly  the  first  time! 


Post  Office  Box  271 45  • Greenville,  South  Carolina  29616 
800.745.9778  • Fax:  864.458.8876  • E-mail:  sales@reimburscsvcs.com 

Since  1987 

■siiiiiiiiiiiiiiiiwiiiiiiiiiiiiiiiiiiia* 


Every 
office 
needs 
a really 

geed 

assistant! 


MEDICAL  NECESSITY  form  (CMN)  required  by  Medicare.  The  Medicare  law 
prohibits  suppliers  of  equipment  from  completing  these  forms  which  places  the  burden 
squarely  on  the  prescribing  physician  and  staff.  Unfortunately,  Medicare  did  not  make 


provisions  for  educating  or  training  physicians  or  their  office  staff  on  how  to  correctly 


If  these  forms  are  not  completed  correctly,  by  law  suppliers  must  return  them 
to  the  physician  for  correction.  To  compound  the  problem,  providers  are  not  allowed  to 
provide  any  instructions  to  the  physician  or  staff  on  how  to  complete  the  form.  And 
because  the  physician’s  office  staff  is  not  trained  to  complete  the  forms,  they  have  a 
tendency  to  avoid  this  unpleasant  task  as  long  as  possible.  In  this  situation,  NOBODY 
WINS! 


CMN  Assistant™  features. . . 

• Question-by-question  help  for  each  question  on  a CMN  form  with 
discussion  and  coverage  rationale. 

• Help  with  every  CMN  required  by  Meidcare. 

♦ Assistance  with  diagnosis  look-up. 

* Simplicity  - easy  to  install  and  use  - NO  TRAINING  REQUIRED  - 
help  included! 

* Saves  hours  of  staff  and  physician  time! 

• Runs  on  virtually  any  DOS/Windows-based  personal  computer. 


online 


Introductory  Software  Price 


Relieve  yourself  and 
your  staff  of 
CMN  hassles  today! 


For  a limited  time,  CMN  Assistant  is  available  at  an  introductory  price  of  just  $99. 
So  there’s  no  better  time  to  relieve  yourself  and  your  staff  from  CMN  hassles.  To  order, 
send  check  or  money  order  for  $99  (SC  residents  add  5%  sales  tax)  with  your  address 
and  telephone  number  to  the  name  and  address  below. 

For  inquiries,  call  1-800-745-9778  or  visit  our  web  site  at  www.reimbursesvcs.com 
for  more  information. 
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ORIGIN  OF  HEMODIALYSIS  IN  SOUTH  CAROLINA 


Announcing 
Better  Medical  Care 
With  No  Strings 
Attached. 

Lately  we've  had  cause  to  remember  why  we  became  doctors. 
To  make  the  sick  well,  heal  the  injured  and  do  no  harm-we  swore  to  it. 
We  believe  those  motives  are  neither  too  simplistic  nor  too  idealistic. 
But  legions  of  smart,  well-meaning  people  tell  us  our  thinking  is  dated. 
They  say  healthcare  today  is  highly  complicated  and  mostly  about 
money.  "Medical  costs  are  out  of  control,"  they  insist.  Although  we're 
M.D.'s,  not  M.B.A.'s,  we  know  they're  right.  For  the  wrong  reasons. 
Everybody  wants  to  bring  the  cost  of  healthcare  down.  But  the  best  way 
to  do  that-and  do  no  harm  -is  to  let  doctors  determine  their  patients' 
course  of  treatment.  Not  insurance  actuaries.  Not  corporate  CEOs. 
Not  even  hospital  administrators.  When  those  good  folks  tell  us  how 
to  treat  patients,  they  risk  prolonging  a healthful  outcome.  And  when 
they  limit  tests,  drugs  or  hospitalization,  they  risk  life  itself- because  they're 
trying  to  heal  people  with  cost-containment  instead  of  medical  science. 
So  please  consider  this  our  Declaration  of  independence.  We're  not  going 
to  practice  medicine  that  way.  We're  convinced  the  least  expensive  way 
to  make  and  keep  people  well  is  to  give  them  the  right  kind  of  medical  care 
as  soon  and  as  long  as  they  need  it.  And  we're  so  sure  we  can  save 
employers  money,  well  bet  our  incomes  on  it.  in  the  next  ad  well 
tell  you  how  we're  doing  that.  If  you  can't  wait,  call  821-3627. 


PALMETTO 

Primary  Care 

PHYSICIANS 


No  one  mentioned  a preauthorization.  Is  that 
something  you  can  give  her?  By  the  way,  what 
is  a preauthorization? 


Mix-ups  like  this  throw  your  practice’s  schedule 
off  and  frustrate  patients.  So  head  off  problems, 
and  run  your  office  smoothly  with  PAID  IV  Plus. 

PAID  IV  Plus,  Companion  Technologies’  private 
label  version  of  The  Medical  Manager,  is  the 
complete  practice  management  software  system 
that’s  easy  to  use.  With  just  a few  simple  keystrokes, 
you’ll  master  managed  care  functions,  including: 

Quickly  checking  for  treatment 
fc  preauthoiizations  and  patient  eligibility 

$ Maintaining  insurance  policy  limits 

Handling  multiple  insurance  providers 
;;  for  a single  patient 

n Producing  numerous  practice  reports 

rj  and  analyses 

& Knowing  which  services  are  not  covered 

I PAID  IV  Plus  actually  makes  “managed  care" 
t|  manageable.  And  your  life  a lot  less  complex. 

3 Leant  what  else  PAID  IV  Plus  can  do  for  you. 
gj  Call  Companion  Technologies  for  information  or 
1 to  schedule  a system  demonstration. 


1-800-382-PAID  (7243) 
or  fax  (803)  699-2384 

PAID  TV  Plus . Because  patients  can  7 remember 
everything,  mid  you  have  to. 


j— — Companion  Technologies 

Modern  technology  for  practice  management 


Medical  Office  Management  and  Clinical 

Software 


fox  meadows 


software 


Windows’95,  Win  3.X  and  DOS 


LIMITED 


Rent  Monthly  for  $250  for  single  user  and  $50  for  additional  terminal  users. 
No  up  front  license  fees  and  only  a 90  day  contract.  Includes  installation, 
training  and  on  going  support  and  enhancements.  Rent  to  purchase  and  lease 
options  available. 


Are  you  able  to  select  your  own  hardware  and  vendor  ? 

Are  you  allowed  to  add  other  PC  products  to  your  system  ? 
Are  you  receiving  the  benefits  of  Microsoft  Window  products  ? 

Automatic  Medical  Necessity  Support  and  Surgical  Modifier  Edits 


Conversion  of  your  data 
Electronic  Claims  and  Statements 
Capitation  and  Managed  Care  support 
Appointment  Scheduler  supports  multiple  locations 
Document  support  with  interface  to  Microsoft  Word 
Chart  Notes  use  Point  & Click  DecisionTree  with  Templates 
Claims  for  Pri.,  Sec.,  Tertiary,  Worker’s  Comp. , Auto  Accident 
Network  support  for  Novell,  LANtastic,  Windows/NT,  Windows’95 
Medical  Records  (Medication,  Immunization,  Allergies,  Reactions,  etc.) 
Year  2000  ready,  Relational  Database  Design,  On  Site  Training,  Support 
Single  Screen  for  A / R Mgt.  ( aging  ) of  all  your  Accounts  with  Diary  Notes 
Encounter  Form  that  provides  enough  information  to  avoid  pulling  File  Folders 


Interested  in  starting  your  own  small  business?  Ask  us  about  our  medical  claims  and 

billing  module  for  Billing  Services  only. 

For  additional  information  call  800  754-7213  • 803  754-4290  or  visit  our  Web  Site 

(gwww.foxmeadows.com 


Features 


Physicians  and  nurses  will  find  the 
medical  records  captured  and  the 
accessibility  of  this  information 
invaluable  for  Patient  care  today  and  in 


the  future.  Allow  us  the  chance  to  show 
you  our  product  and  meet  to  discuss  your 
needs.  You  are  welcome  to  call  or  visit 
one  of  our  customer’s  office. 


Several  months  ago,  I wrote  about  managed  care  being  a viable  option.  I said  that  there  was  a 
certain  give  and  take  with  the  business  community  and  that  we  might  work  out  our  problems  and 
make  managed  care  work. 

My  optimism  was  dealt  a mighty  blow  when  Blue  Cross  Blue  Shield  of  South  Carolina  sent  out 
a letter  dated  September  29,  1997,  to  many  specialists  in  the  state.  In  the  letter,  Blue  Cross  Blue 
Shield  stated  they  had  intentions  of  enforcing  the  “Most  Favored  Nation”  clause  in  the  Preferred 
Personal  Care  (PPC)  and  HMO  Blue  contracts  by  cutting  fees  10  percent.  Blue  Cross  Blue  Shield 
pointed  out  that  they  believed  these  physicians  had  not  been  reimbursed  the  withhold  from 
Healthsource,  Inc.  Thus,  these  physicians  were  accepting  a lower  amount  as  payment  in  full  than 
what  the  physicians  had  agreed  to  provide  PPC. 

As  Rudyard  Kipling  once  wrote  “If  you  can  keep  your  head  when  all  about  you  are  losing 
theirs...”  His  words  have  never  been  more  appropriate. 

The  insurance  industry  demonstrated  their  intentions  when  they  delivered  gag  clauses  and 
unfair  indemnification  clauses  to  physicians.  At  that  time,  I believed  that  most  physicians 
pleaded  ignorance  or  inexperience  after  signing  these  contracts.  Now,  after  this  latest  revelation,  I 
am  sure  that  all  of  us  will  pay  closer  attention  and  become  better  students  of  contract  law. 

The  question  now  is  what  can  you  do  about  it?  First  and  foremost,  you  must  read  and 
understand  every  contract.  Then,  ask  yourself  what  the  contract  says,  what  are  its  implications, 
and  how  quickly  can  you  get  out  of  the  contract  if  the  need  arises.  If  you  cannot  answer  any  of 
these  questions,  my  advice  to  you  is  to  consult  with  someone  who  understands  these  complex 
issues.  The  South  Carolina  Medical  Association  (SCMA)  has  established  a subsidiary,  SCMA 
Practice  Management  Services,  Inc.,  and  for  a reasonable  fee,  many  members  have  benefitted 
from  its  advice  on  managed  care  contracts. 

Second,  If  you  find  something  in  the  contract  that  is  questionable  or  objectionable,  I suggest 
you  notify  the  other  party,  arrange  a meeting,  and  try  to  negotiate  a solution  which  is  mutually 
agreeable.  Keep  in  mind  the  essence  of  a contractual  relationship  is  that  there  is  something  of 
value  for  both  parties. 

The  SCMA  is  sensitive  to  the  problems  surrounding  managed  care  contracts.  Bill  Mahon  has 
written  you  stating  that  we  are  having  discussions  with  legal  counsel  to  determine  what  options 
are  available  for  South  Carolina  physicians. 

In  the  meantime,  be  careful  when  considering  contracts.  It  is  a different  ball  game  out  there.  I 
do  not  know  how  many  strikes  you  get  in  this  new  game,  but  if  some  members  of  the  insurance 
industry  had  only  three,  they  would  be  “Long  Gone!” 


S.  Nelson  Weston,  M.  D. 
President 
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HIGHLIGHTS  OF  THE  BOARD  OF  TRUSTEES  RETREAT 

September  26-28, 1997 


Economic  Credentialing : The  board  agreed  to  endorse  the 
Economic  Credentialing  Report  of  the  SCMA  Ethics  Com- 
mittee concerning  credentialing  based  on  economic  con- 
flicts created  by  investments  in  health  care  entities  by 
physicians. 

SCMA  Contribution  Policy:  The  board  approved  the  fol- 
lowing policy  concerning  contributions:  The  Board  of 
Trustees  of  the  South  Carolina  Medical  Association  takes 
very  seriously  the  stewardship  of  funds  paid  to  the 
SCMA.  It  is  the  policy  of  the  SCMA  not  to  make  con- 
tributions to  any  organization  due  to  the  diversity  of  the 
SCMA  membership  and  their  beliefs.  This  does  not 


include  corporate  memberships  or  cosponsorships  which 
serve  to  further  the  goals  of  the  SCMA. 

American  Accreditation  Program:  The  board  agreed  to 
endorse  the  American  Medical  Accreditation  Program 
which  is  designed  to  create  a physician-sponsored  office 
accreditation  program  in  cooperation  with  laboratory 
accreditation. 

ACCME  Accreditation  Results:  The  board  was  informed 
that  the  SCMA  has  been  approved  by  the  Accreditation 
Council  for  Continuing  Medical  Education  for  provi- 
sional accreditation  for  two  years.  □ 


MEDICARE  UPDATE 


Correct  Coding  Initiative:  The  latest  package  of  Correct 
Coding  Initiative  (CCI)  Edits,  Version  4.0,  effective  Jan- 
uary 1,  1998,  is  now  available.  It  includes  all  previous 
versions  and  updates  from  January  1, 1996,  to  present  and 
is  organized  into  two  tables:  the  comprehensive/com- 
ponent edits  and  the  mutually  exclusive  edits.  Contact 
the  National  Technical  Information  Service  to  receive  a 
copy:  by  fax,  call  (703)  487-4140  and  enter  code  8657 
or  for  current  prices  or  to  receive  a copy  by  mail,  call 
(703)487-4650. 

If  you  disagree  with  a claim  denial,  contact  the  Medicare 
PartB  Customer  Sendee  Center  (803)  788-5568.  If  you 
disagree  with  a code  pair  edit,  contact  in  writing:  Nation- 
al Correct  Coding  Initiative,  AdminiStar  Federal,  Inc., 
P.O.  Box  50469,  Indianapolis,  IN  46250-0469. 


New  Documentation  Guidelines  for  Evaluation  and 
Management  Services:  The  Health  Care  Financing 
Administration  (HCFA)  and  American  Medical  Associ- 
ation have  developed  new  medical  record  documentation 
guidelines  to  explain  the  appropriate  use  of  evaluation  and 
management  codes.  The  guidelines  are  much  more  exten- 
sive than  the  ones  released  in  1994.  The  new  guidelines 
are  effective  October  1,  1997,  but  you  must  be  in  com- 
pliance by  January  1,  1998. 

If  you  would  like  a copy  of  the  new  guidelines,  you  may 
download  the  guidelines  from  the  HCFA  website  at 
www.hcfa.govlmedicarelmcarpti.htm  or  call  the  Amer- 
ican Medical  Association  at  (800)  621-8335. 

( Continued  on  page  4 ) 


SCMA  WORKSHOPS 

New  Evaluation  and  Management  Documentation  Requirements 

Effective  January  1 , 1 998,  the  way  your  practice  codes  for  evaluation  and  management  services  will  have  to  change 
dramatically.  Health  Care  Financing  Administration  (HCFA)  has  released  new  guidelines  for  all  exams  — guide- 
lines which  require  considerably  more  documentation  than  current  guidelines.  Don’t  expect  HCFA  to  send  you  a 
copy  of  the  guidelines  or  to  train  you  in  using  them  because  officials  say  there  isn’t  enough  money  in  the  budget 
for  that.  However,  HCFA  does  expect  you  to  be  in  compliance  as  of  January  1,  1998.  This  workshop  provides  an 
opportunity  to  learn  what  is  required  to  meet  the  new  guidelines.  The  instructors  will  also  review  basic  evaluation 
and  management  documentation  requirements.  Register  by  December  1, 1997. 

9:00  a.m.- 12:00  p.m.;  Registration:  8:30  a.m. 
or 

1 :00  p.m. -4:00  p.m.;  Registration:  12:30  p.m. 

Columbia:  December  10,  1997,  Adam’s  Mark  Hotel 

Space  in  each  program  is  limited,  so  be  sure  to  register  early.  If  you  have  any  questions,  please  call  Melissa  Hamby 
at  (803)  798-6207 , extension  253  in  Columbia,  or  at  (800)  327-1021  statewide.  You  may  also  contact  Melissa  by 
e-mail  at  melissa@scmanet.org. 


HAVE  YOU  HAD  YOUR  COMPUTER 
HEALTH  CHECK  LATELY? 

In  the  last  month,  a South  Carolina  medical  practice  lost 
all  of  its  accounts  receivable  data  because  its  computer 
had  not  been  properly  backed  up.  Fet  SCMA  Practice 
Management  Services,  Inc.,  make  sure  this  doesn’t  hap- 
pen to  you. 

With  our  Computer  Health  Check,  we  will  come  to  your 
office  and  give  your  computer  a thorough  check-up.  We 
will  review  your  back-up  procedures,  analyze  your  exist- 
ing server  and  hard  drive  space  utilization,  check  for  year 
2000  compliance,  and  ensure  you  are  adequately  pro- 
tected from  lightning  and  electrical  surges.  When  we 
leave,  we  will  give  you  a written  report  card  of  our  find- 
ings. The  total  fee,  including  site  visit,  analysis,  and  report 
card  is  $325. 

Call  Stephen  Seeling  at  ( 803)  798-6207 , extension  260 
in  Columbia  or  (800)  327-1021  statewide  to  schedule  a 
visit.  □ 


SUPPORT  FUTURE  PHYSICIANS 
WITH  SEASON’S  GREETINGS 

In  last  month’s  newsletter,  the  South  Carolina  Institute 
for  Medical  Education  and  Research  (SCIMER) 
announced  its  Season’s  Greetings  program  which  will 
allow  you  to  send  season’s  greetings  cards  instead  of  other 
gifts  you  have  been  sending  during  the  holiday  season. 

By  making  a tax  deductible  contribution  to  SQMER,  you 
can  support  a scholarship  fund  for  medical  students  who 
attend  the  Medical  University  of  South  Carolina  and  the 
University  of  South  Carolina  School  of  Medicine.  For  a 
minimal  contribution  of  $ 10  per  person  (or  group  name), 
you  can  say  “thank  you”  to  those  who  have  helped  your 
practice  during  the  past  year  while  simultaneously  finan- 
cially assisting  a medical  student.  Extremely  attractive 
cards  will  convey  your  good  thoughts  and  wishes. 

Watch  for  SCIMER’s flyer  about  this  Season’s  Greetings 
program  and  pledge  your  support.  □ 


MARK  YOUR  CALENDARS! 

The  South  Carolina  Medical  Association’s  Annual  Meeting  and  Scientific  Assembly  is  sched- 
uled for  April  23-26,  1998,  at  the  Charleston  Place  Hotel,  Charleston,  South  Carolina. 
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MEDICAID  UPDATE 


The  Ci£w  Healthy.  Potions  Program  (HOP):  With  the 
new  expansion  in  Medicaid,  over  54,000  previously  unin- 
sured children  are  now  eligible  for  Medicaid  benefits. 
The  South  Carolina  Department  of  Health  and  Human 
Services  (SC  DHHS)  has  developed  a new  program  called 
the  Healthy  Options  Program  to  promote  access  to  care 
for  children  with  Medicaid.  The  Healthy  Options  Program 
increases  physician  reimbursement  for  new  and  estab- 
lished patients  office  visits  for  children.  The  reim- 
bursements for  office  visits  increases  approximately  40 
percent,  for  example  from  $2 1 .50  to  $30.00  for  CPT  code 
99212. 

By  enrolling  in  the  Healthy  Options  Program,  the  physi- 
cian agrees  to  be  the  primary  care  physician,  or  “med- 
ical home,”  for  children  with  Medicaid  and  ensures  the 
following  services: 

• provision  of  a “medical  home”  for  every  child  with 
Medicaid  enrolled  in  the  practice; 

• assurance  of  the  provision  of  preventive  services  over 
an  extended  period  of  time  to  enhance  continuity.  Ser- 
vices include,  but  are  not  restricted  to,  immunizations, 
childhood  growth  and  development  assessments, 
appropriate  pediatric  screening,  health  care  supervision, 
and  patient/family  counseling  about  health  and  psy- 
chosocial issues; 

• establishment  of  a mechanism  that  allows  patients  to 
reach  a live  voice  (i.e.,  an  employee  of  the  physician 
or  an  answering  machine)  for  calls  regarding  emer- 
gencies and  illnesses  24  hours  a day,  seven  days  a week; 

• identification  for  the  need  and/or  authorization  of  sub- 
specialty consultation  and  referrals; 

• partnership  with  public  and  private  agencies,  such  as 
schools,  health  departments,  etc.,  to  be  certain  that  spe- 
cial health  needs  of  the  individual  patients  are 
addressed; 

• maintenance  of  a unified  patient  medical  record; 

• provision  for  patient  education  about  the  importance 
of  preventive  and  primary  health  care  and  appropriate 
use  of  the  emergency  room;  and, 

• an  understanding  of  the  guidelines  put  forth  in  the  AMA’s 
CPT-4  and  the  Medicaid  Physicians  Provider  Manual. 

Medicaid  Managed  Care  Update:  Expansion  of  the 
Physician  Enhanced  Program  (PEP)  has  begun  in  the  fol- 
lowing counties:  Calhoun,  Chester,  Chesterfield,  Claren- 
don, Darlington,  Dillon,  Fairfield,  Kershaw,  Lancaster, 
Lee,  Marlboro,  Richland,  Sumter,  and  York.  Community 
meetings  have  been  scheduled  to  explain  PEP  to  poten- 


tial providers  and  other  interested  parties.  Meeting  times 
and  locations  are  listed  below.  Please  call  Donna  Rothell, 
Neal  Martin,  or  Ladovia  Platt  for  reservations  at  (803 ) 
253-6134. 

• Tuesday,  December  2, 1997  at  10:00  a.m. 

Piedmont  Medical  Center,  Conference  Room  3 
222  South  Herlong,  Rock  Hill 

• Wednesday,  December  3, 1997  at  10:00  a.m. 

USC — Lancaster,  Hubbard  Hall — Stevens  Auditorium 
Highway  9 By-pass,  Lancaster 

• Thursday,  December  4, 1997  at  10:00  a.m. 

Richland  Memorial  Hospital 

Five  Richland  Medical  Park,  Auditorium 

Harden  Street  Extension,  Columbia 

1997 ICD-9  Codes  i Effective  with  dates  of  services  on 
or  after  October  1,  1997,  the  Department  of  Health  and 
Human  Services  (DHHS)  will  accept  the  new  1997 ICD- 
9 codes.  Either  the  older  1996  or  the  new  1997  ICD-9 
codes  may  be  billed  during  the  grace  period  from  Octo- 
ber 1,  1997,  through  December  31, 1997.  Effective  with 
dates  of  service  on  or  after  January  1, 1998,  only  the  1997 
ICD-9  codes  will  be  accepted. 

Specialty  Care  Provider  Workshops:  A Medicaid  Bul- 
letin with  the  tentative  agenda  will  be  forthcoming. 
Please  note  the  location  and  time  listed  below.  For  addi- 
tional information  or  to  make  resen’ations,  contact  Kim- 
berly Edmonds  in  the  Department  of  Physician  Senlces 
at  (803)  253-6134.  You  will  need  to  bring  your  1996 
Medicaid  Physicians  Provider  Manual  to  the  workshop. 

• Wednesday,  November  2, 1997 
9:00  a.m.  -12:00  p.m. 

Dorn  VA  Hospital,  Poat  Auditorium,  Building  35, 
Columbia 

• Tuesday,  November  18, 1997 

9:00  a.m.  - 12:00  p.m. 

Greenville  Memorial  Hospital,  Medical 
Staff  Auditorium,  Greenville 

• Thursday,  December  11, 1997 

9:00  a.m.  - 12:00  p.m. 

Bon  Secours — St.  Francis  Xavier  Hospital, 

Mall  Classroom  #1 , Charleston  □ 


MEDICARE  UPDATE  (continued) 


Evaluation  and  Management  Services  Review  for  1998:  During  the  South  Carolina  Carrier  Advisory  Committee 
Meeting  on  October  15,  1997,  Palmetto  Government  Benefits  Administrators  announced  that  HCFA  is  requiring  a 
random  review  of  E/M  codes  during  1998.  The  review  will  be  conducted  on  a pre-payment  basis  and  sample  every 
E/M  code.  Thus,  Medicare  may  request  documentation  before  processing  the  claim.  If  the  documentation  does  not 
support  the  level  of  service  billed,  then  the  claim  will  be  down-coded.  If  Medicare  suspects  widespread  up-coding, 
then  there  is  a possibility  that  Medicare  may  conduct  a more  extensive  audit  of  the  practice. 

1997  Participation  Enrollment  Package  and  Fee  Schedule:  Medicare  will  mail  the  1998  Medicare  Participation 
Enrollment  Package  and  Fee  Schedule  by  November  14, 1997.  The  participation  enrollment  period  will  run  from  Novem- 
ber 15  through  December  31.  If  you  want  to  become  a participating  provider,  please  complete  the  enrollment  form 
and  return  it  to  Medicare  by  December  31, 1997.  If  you  are  already  participating,  you  do  not  need  to  take  action ; 
Medicare  will  automatically  reenroll  you. 

New  CLIA  Lab  Requirements:  HCFA  has  begun  active  enforcement  of  the  Clinical  Laboratory  Improvement  Amend- 
ments (CLIA).  Effective  October  1,  1997,  all  laboratories  that  perfonn  CLIA-certified  tests  will  be  required  to  enter 
their  CLIA  number  on  Medicare  claims  (paper  and  electronic)  for  laboratory  services  performed  in  their  labs.  All  labs 
must  comply  with  this  instruction,  including  physician  office  laboratories,  clinical  diagnostic  laboratories,  and  any 
others  that  submit  their  lab  tests  to  Medicare  Part  B.  Claims  that  do  not  include  a CLIA  number  will  be  returned  as 
unprocessable  beginning  January  1 , 1998.  The  January  1 , 1998,  compliance  action  will  also  include  denial  of  lab  ser- 
vices if  the  lab  was  not  certified  for  the  test  which  it  performed,  or  the  lab  performed  tests  outside  the  effective  dates 
of  its  CLIA  certificate. 

If  you  are  unsure  about  the  tests  that  you  may  perform  or  how  to  obtain  CLIA  certification,  please  refer  to  pages  10- 
14  of  the  June  1997  Medicare  Advisory.  □ 


PCN  UPDATE 

There  are  5,189  participating  physicians  and  530  par- 
ticipating ancillary  providers  in  Physicians  Care  Network 
(PCN).  With  the  recent  additions  of  Central  Carolinas 
Rehabilitation  Complex  and  Coastal  Carolina  Hospital, 
PCN  presently  has  76  participating  hospitals. 

REMINDER:  If  you  are  a participating  physician,  please 
remember  that  you  have  agreed  to  accept  as  payment  in 
full  for  covered  services  rendered  to  a covered  individ- 
ual the  fee  as  approved  by  PCN.  You  may  only  bill  the 
covered  individual  for  any  copayment,  deductible,  or 
coinsurance  as  approved  by  PCN. 

PCN  must  rely  on  you  for  correct  information.  Please 
notify  PCN  immediately  when  a physician  temiinates 
from  your  practice  or  when  you  add  a new  physician  to 
your  practice.  Prompt  notification  to  PCN  if  you  have 
a tax  identification  number  change,  or  a change  of  address 
will  help  to  avoid  delays  in  claims  payments. 

If  you  have  questions  about  PCN,  please  contact  Cindy 


Osborn,  Network  Coordinator,  PCN,  at  (803 ) 798-6207, 
extension  257  or  statewide  at  (800)  327-1021 . You  may 
also  send  an  e-mail  message  to  cindy@scmanet.org.  □ 

PROTECTING  YOUR  PRACTICE 

The  University  of  South  Carolina  School  of  Medicine, 
Richland  Memorial  Hospital,  and  the  South  Carolina 
Medical  Association,  in  conjunction  with  the  South  Car- 
olina Society  of  Addiction  Medicine,  present  its  Fifth 
Annual  Alcohol  and  Drug  Issues  Conference  for  Clini- 
cians. 

The  conference  is  scheduled  for  December  6-7, 1997, 
at  the  Clarion  Townhouse  in  Columbia.  The  registra- 
tion fee  is  $95. 

For  more  information  and  a registration  form,  please  con- 
tact Steve  Hasterok  at  the  Office  ofCME,  3555  Harden 
Street  Extension,  Suite  100,  Columbia,  SC  29203  or  call 
( 803 ) 434 -4211 . Mr.  Hasterok’sfax  number  is  ( 803 ) 434- 
4288  or  you  may  send  an  e-mail  message  to 
steve@richmed.medpark.sc.edu.  □ 
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FAMILIAL  ADENOMATOUS  POLYPOSIS 
REGISTRY  IN  SOUTH  CAROLINA* 

DANIEL  LULLING,  M.  D. 
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PAUL  L.  BARON,  M.  D. 

SUSAN  S.  BAKER,  M.  D„  Ph.  D. 

DAVID  LEWIN,  M.  D. 

BRENDA  J.  HOFFMAN,  M.  D.** 


Familial  adenomatous  polyposis  (FAP)  is  a 
premalignant  disease  inherited  in  a Mendelian 
autosomal  dominant  fashion  with  a rate  of 
spontaneous  mutation  of  20  percent.1  FAP 
affects  one  in  8,000  individuals  in  the  United 
States.2  The  disease  has  an  almost  100  percent 
penetrance  and  is  characterized  by  the  pres- 
ence of  hundreds  of  adenomatous  polyps 
throughout  the  colon  and  rectum.  Data  on  nat- 
ural history  indicate  that  50  percent  of  the 
affected  patients  have  polyps  at  age  14  years, 
90  percent  by  25  years.  However,  late  onset 
up  to  39  years  has  been  described.3  All  affect- 
ed patients  go  on  to  develop  colorectal  carci- 


*From the  Departments  of  Medicine  (Drs.  Kulling  and 
Hoffman  and  Ms.  Green),  Pathology  (Dr.  Lewin), 
Pediatrics  (Drs.  Pai  and  Baker),  and  Surgery  (Dr. 
Baron),  Digestive  Center  and  Hollings  Cancer  Center, 
Medical  University  of  South  Carolina,  Charleston,  SC. 

**Address  correspondence  to:  Brenda  J.  Hoffman,  M.  D., 
Digestive  Disease  Center,  Medical  University  of  South 
Carolina,  171  Ashley  Avenue,  Charleston,  SC  29425. 
FAX:  (803)  792-1707. 


noma,  usually  by  the  age  of  35-40  years. 
Resection  of  the  colon  is  currently  the  only 
acceptable  option  for  patients  with  FAP  after 
colonic  polyps  are  detected. 

A number  of  extracolonic  manifestations  are 
frequently  observed  in  FAP  including  gastric 
and  duodenal  polyps.4  Duodenal  polyps  occur 
in  up  to  90  percent  of  affected  patients  and 
involve  mainly  the  ampulla  of  Vater.  These 
can  progress  to  cancer  which  develops  up  to 
two  decades  after  colonic  polyps  become  pre- 
sent. Extradigestive  manifestations  include 
desmoid  tumors,  bone  and  dental  abnormali- 
ties, and  congenital  hypertrophy  of  the  retinal 
pigment  epithelium  (CHRPE).  CHRPE  is  pre- 
sent in  many  families  with  FAP  and  can  be 
detected  by  indirect  ophthalmoscopy  already 
at  birth.  Before  genetic  testing  became  avail- 
able, the  presence  of  CHRPE  was  used  to 
predict  which  children  at  risk  for  FAP  may 
actually  develop  FAP  later  in  their  lives.3 
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In  1987,  the  gene  mutated  in  FAP  was  iden- 
tified and  localized  on  the  long  arm  of  chro- 
mosome 5 and  was  referred  to  as  the  APC 
(adenomatous  polyposis  coli)  gene.5  This 
gene  codes  for  a 300  kDa  protein  expressed 
on  the  basolateral  region  of  the  colonocytes. 
Mutations  in  the  APC  gene  lead  to  the  syn- 
thesis of  a truncated  inactive  protein  which  is 
believed  to  result  in  deregulation  of  cell 
growth  control.  Genetic  studies  of  the  APC 
gene  have  led  to  the  development  of  tests  to 
detect  the  truncated  protein  which  can  be 
used  to  diagnose  a carrier  of  a mutated  APC 
gene.2 

Following  the  recognition  of  the  hereditary 
nature  of  FAP  and  the  value  of  elective  resec- 
tion of  the  colon,  diagnostic  registries  began 
to  develop.  The  first  among  these  was  in 
1925  with  the  registry  at  St.  Marks  Hospital 
in  London,  England.6  Since  then,  numerous 
polyposis  registries  have  been  established  all 
over  the  world  with  the  aim  of  improving  the 
prognosis.3  7 9 Without  exception,  they  have 
demonstrated  their  ability  to  detect  affected 
individuals  before  they  developed  colon  can- 
cer. At  the  time  of  diagnosis  of  FAP,  47-69 
percent  of  patients  referred  because  of  symp- 
toms had  colorectal  carcinoma  compared  to 
only  two  to  six  percent  of  relatives  of  these 
patients  who  were  found  by  screening  for 
FAP.8'9  As  a result  of  referring  patients  for 
elective  colonic  resection,  survival  of  FAP 
patients  could  be  improved.  The  10-year 
cumulative  survival  was  94  percent  in  screen- 
ing cases  versus  41  percent  in  symptomatic 
patients.8 

The  FAP  registry  at  Johns  Hopkins  Hospital 
in  Baltimore,  MD,  is  the  largest  FAP  registry 
in  the  U.  S.  By  serving  the  states  of 
Delaware,  District  of  Columbia,  Maryland, 
New  Jersey,  Pennsylvania,  Virginia,  and  West 
Virginia,  it  has  collected  more  than  400  FAP 
families  since  1973. 7 As  yet,  there  is  no  FAP 
registry  in  the  Southeast  of  the  U.  S.,  which 
represents  a serious  lack  of  medical  resources 
for  the  population  of  South  Carolina.  It  can 


be  estimated  that  up  to  450  individuals  in  SC 
are  affected  by  FAP,  many  of  whom  could  be 
spared  from  developing  colon  cancer  if  found 
early  through  an  FAP  registry. 

Thanks  to  a grant  from  the  Healthy  South 
Carolina  Initiative,  an  FAP  registry  for  the 
state  of  South  Carolina  was  founded  at  the 
Medical  University  of  South  Carolina 
(MUSC).  The  registry  is  based  on  the  exper- 
tise and  infrastructure  of  two  already  existing 
organizations  within  MUSC,  the  Digestive 
Disease  Center  and  the  Hollings  Cancer  Cen- 
ter. 

The  goal  of  an  FAP  registry  is  to  identify 
individuals  at  risk  of  carrying  a mutated  APC 
gene  prior  to  the  development  of  colonic 
polyps  and  cancer.  Once  these  individuals  are 
identified,  they  can  benefit  from  genetic 
counseling,  coordination  of  screening  tests, 
and  an  appropriately  timed  colectomy  if  nec- 
essary. 

THE  FAP  REGISTRY  AT  MUSC 

The  core  team  forming  the  FAP  registry  at 
MUSC  consists  of  a medical  director,  a reg- 
istry coordinator,  and  a research  fellow.  The 
medical  director  is  a gastroenterologist  spe- 
cializing in  gastrointestinal  cancer,  who  over- 
sees the  execution  of  the  registry  and  assigns 
roles  to  team  members.  The  tasks  of  the  reg- 
istry coordinator  include  collection  of  medi- 
cal information  on  index  patients  and  their 
families,  creation  of  pedigrees,  serving  as  a 
liaison  between  families  and  their  physicians, 
and  counseling  to  individuals  and  families 
with  FAP.  Furthermore,  the  coordinator  main- 
tains a computer  database  on  all  families  par- 
ticipating in  the  registry.  Data  collected 
include  demographics,  full  family  history  and 
pedigree,  diagnostic  and  treatment  details, 
and  date  of  the  next  follow-up  appointment. 
The  research  fellow  assists  the  medical  direc- 
tor and  the  registry  coordinator.  In  addition,  a 
geneticist,  an  oncologic  surgeon,  a pediatric 
gastroenterologist,  and  a gastrointestinal 
pathologist  are  affiliated  with  the  FAP  reg- 
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Fig.  1.  Base-line  and  follow-up  tests  of  index  patients  and  of  relatives  at  risk  for  FAP.  PTT=  protein  truncation  test. 


istry  and  available  for  consultation. 

INDEX  PATIENTS  AND  RELATIVES  AT 
RISK  FOR  FAP 

An  index  patient  is  defined  by  either  the  pres- 
ence of  more  than  100  adenomatous  colonic 
polyps  in  an  individual,  or  many  adenoma- 
tous polyps  in  a person  with  a definite  family 
history  of  FAP. 

To  get  access  to  FAP  patients  outside  of 
MUSC,  the  registry  depends  on  referrals  from 
general  practitioners,  internists,  gastroenterol- 
ogists, and  surgeons  in  South  Carolina,  who 
see  patients  with  FAP  in  their  practice. 

For  referring  physicians  and  patients,  fur- 
ther information  about  the  South  Carolina 
FAP  registry  is  available  at  the  MUSC  DDC 
internet  site  (www.ddc.musc.edu/)  or  at  1- 
800-398-0741. 

With  permission  of  the  primary  physician 
and  the  patient,  surgery  and  histology  reports 


and  available  specimens  of  suspected  index 
cases  will  be  reviewed  to  confirm  the  diagno- 
sis of  FAP.  Assured  index  cases  will  be  con- 
tacted by  the  registry  coordinator,  informed 
of  the  purpose  of  the  registry  and  asked  for 
permission  to  be  sent  a questionnaire.  The 
questionnaire  requests  demographic,  medical, 
and  genealogical  information  and  contains  an 
authorization  form  for  the  registry  to  send  for 
past  medical  history.  After  the  completed 
questionnaire  is  received,  a pedigree  will  be 
drawn. 

All  family  members  at  50  percent  risk  for 
FAP  (children  of  an  affected  parent,  and  sib- 
lings of  an  affected  patient  for  whom  com- 
plete parental  information  is  unavailable) 
need  to  be  further  evaluated.  The  physicians 
of  individuals  at  risk  will  be  contacted  to 
obtain  permission  to  approach  them  and 
arrange  for  appropriate  investigations.  These 
individuals  will  be  scheduled  for  a clinic  visit 
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at  MUSC.  At  this  visit,  the  genetic  implica- 
tions of  the  condition  will  be  explained  and 
the  necessary  screening  procedures  outlined. 

BASE-LINE  AND  FOLLOW-UP  TESTS 

The  testing  of  index  patients  and  of  family 
members  at  risk  is  outlined  in  Figure  1 . 

Genetic  testing  for  cancer  raises  numerous 
ethical,  legal,  and  social  issues.  Patient  confi- 
dentiality is  paramount  in  programs  that  offer 
counseling  and  genetic  testing  for  cancer. 
There  is  no  doubt  that  the  benefits  of  a genet- 
ic registry  outweigh  the  risks,  particularly  in  a 
disease  such  as  FAP  for  which  it  has  been 
shown  that  most  patients  can  be  spared  from 
developing  cancer  if  screened  early.  Genetic 
testing  for  all  individuals  participating  in  the 
registry  is  covered  by  grant  funding.  This  is 
essential  to  guarantee  that  genetic  informa- 
tion is  not  used  to  discriminate  against  affect- 
ed individuals  or  their  families.  All  speci- 
mens sent  to  the  genetic  laboratory  used  by 
the  FAP  registry  are  solely  marked  with 
codes.  Results  of  genetic  testing  are  kept 
exclusively  in  confidential  research  records. 

On  all  index  patients,  a venous  blood  sam- 
ple is  obtained  for  genetic  analysis  using  the 
protein  truncation  test  (PTT).2  The  sensitivity 
of  the  PTT  to  detect  the  mutation  in  an  index 
patient  is  80-90  percent.  Once  the  mutation  in 
an  index  patient  is  found,  the  sensitivity  of 
the  PTT  to  find  the  same  mutation  in  at-risk 
family  members  is  99.9  percent.  For  a family 
member  with  a positive  protein  truncation 
test,  regular  screening  by  flexible  sigmoi- 
doscopy beginning  at  age  1 1 years  is  indicat- 
ed. At  the  present  time,  it  is  recommended 
that  individuals  who  have  a negative  PTT 
undergo  periodic  sigmoidoscopy  until  more 
longitudinal  experience  with  genetic  testing  is 
available.  The  flexible  sigmoidoscopy  proce- 
dures are  billed  to  the  patient  in  a regular 
fashion. 

If  the  abnormal  gene  can  not  be  detected  in 
the  index  patient  (10-20  percent  of  cases),  a 
PTT  of  family  members  at  risk  is  not  indicat- 
ed as  all  affected  individuals  of  a certain  FAP 


family  carry  the  same  mutation.  It  is  not  pos- 
sible to  identify  which  of  the  family  members 
at  risk  possess  the  mutation.  Therefore,  all 
relatives  at  risk  in  a family  with  an  unidenti- 
fied mutation  ought  to  undergo  screening 
flexible  sigmoidoscopies  as  often  as  individu- 
als with  a positive  genetic  test  in  an  FAP  fam- 
ily with  an  identified  mutation. 

Timely  reminders  of  the  screening  exami- 
nations will  be  sent  to  the  patient  and  primary 
care  physician  by  the  registry  coordinator.  It 
is  encouraged  that  the  base-line  and  follow- 
up endoscopies  are  set  up  and  performed  by 
the  patients  physician  who  will  then  forward 
the  results  to  the  registry  coordinator  for 
entry  into  the  registry  database.  Any  results 
from  screening  tests  performed  at  MUSC  will 
be  forwarded  to  the  primary  physician  con- 
cerned. 

SURGERY  AND  POSTOPERATIVE 
SURVEILLANCE 

As  soon  as  adenomatous  polyps  emerge  at 
flexible  sigmoidoscopy,  an  appropriately 
timed  colectomy  should  be  performed.  Surgi- 
cal options  include  subtotal  colectomy  with 
ileorectal  anastomosis,  total  colectomy  with 
ileostomy,  or  total  colectomy  with  rectal 
mucosal  dissection  and  ileoanal  anastomosis. 

In  case  of  subtotal  colectomy  with  ileorec- 
tal anastomosis,  patients  will  need  endoscopic 
surveillance  of  the  rectal  stump  and  ablation 
of  rectal  adenomas  every  six  to  12  months.7 

Once  colonic  polyposis  has  developed, 
upper  gastrointestinal  endoscopic  surveil- 
lance at  four-year  intervals  is  also  indicated  to 
screen  for  the  possible  occurrence  of  peri- 
ampullary cancer.7 

VALUE  OF  THE  FAP  REGISTRY 
BEYOND  ITS  PRIMARY  PURPOSE 

Once  the  FAP  registry  is  established,  it  per- 
mits epidemiologic,  pathogenetic  and  thera- 
peutic research  trials  of  large  numbers  of 
patients  with  a relatively  rare  inherited  disor- 
der. Topics  of  current  interest  include  prema- 
lignant  characteristics  of  colon  epithelium  in 
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persons  carrying  the  mutant  gene  and  treat- 
ment with  nonsteroidal  antiinflammatory 
drugs,  which  may  cause  regression  of  rectal 
adenomas  in  FAR10  □ 
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PERCUTANEOUS  METHOD  FOR  INTERNAL 
JUGULAR  VENOUS  INTRODUCTION  AND 
RETROCLAVICULAR  PLACEMENT  OF 
PERMANENT  ENDOCARDIAL  LEADS 

JEFF  Z.  BROOKER,  M.  D.* 


An  increasing  array  of  implantable  electrical 
depolarizing  devices  are  available  for  electro- 
physiologic  therapy  of  cardiac  rhythm  distur- 
bances. There  has  also  been  recent  interest  in 
evaluating  alternate  percutaneous  methods  to 
access  the  large  brachiocephalic  veins,  espe- 
cially the  subclavian  and  more  recently  the 
axillary  veins.1,5'9  These  newer  access  meth- 
ods have  evolved  because  of  failure  success- 
fully to  enter  the  subclavian  vein  by  the  usual 
routes  in  up  to  10  percent  of  cases8  and 
because  of  recent  heightened  concern  about 
the  potential  long  term  wear  and  tear  on  leads 
placed  into  the  subclavian  vein  by  the  more 
usual  medical  access  routes. 

There  may  also  be  clinical  situations,  how- 
ever, when  the  subclavian  vein  or  axillary 
routes  may  have  been  previously  used  or 
thrombosed,  when  these  veins  still  simply 
cannot  be  located  or  when  the  risk  of  percuta- 
neous approach  by  these  routes  is  considered 
too  high  (severe  emphysema).  Under  these 
circumstances,  the  internal  jugular  vein  can 
often  be  employed  as  an  alternate  route  for 
implantation.2,3,4  Herein  is  described  a tech- 
nique for  use  of  the  internal  jugular  vein  as  an 
implantation  route  with  retroclavicular  rout- 
ing of  the  leads  which,  though  tedious  is 
readily  achievable,  is  performed  using  percu- 
taneous methods  and  which  theoretically 
reduces  many  of  the  concerns  about  safety  of 
puncture  and  long  term  lead  functionality. 

METHODS 

After  appropriate  prepping,  positioning  of  the 
patient  and  local  anesthesia,  the  internal  jugu- 
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lar  vein  is  entered  in  the  usual  location  near 
the  apex  of  the  triangle  formed  by  the  two 
heads  of  the  sternocleidomastoid  muscle  and 
the  clavicle.  Access  to  the  vein  is  maintained 
with  a stainless  steel  40  centimeter  guidewire 
and  an  appropriate  2.5  centimeter  incision  is 
made  at  the  base  of  the  neck  through  the  skin 
and  platysma  from  the  position  of  entry  of  the 
guidewire  in  the  internal  jugular  vein  laterally 
toward  the  supraclavicular  location  of  the 
middle  third  of  the  clavicle. 

A 5.25  inch,  16  gauge  needle  with  an  over- 
fit catheter  is  then  bent  into  a smooth  U shape 
and  is  used  to  cross  from  the  supra-  to  the 
infraclavicular  location  coursing  deep  to  the 
clavicle  but  staying  within  a millimeter  or  so 
of  the  periostium  at  the  nadir  of  the  needle 
penetration.  The  motion  used  to  pass  this  U- 
shaped  device  is  similar  to  that  used  in  mak- 
ing a large  tissue  bite  with  a curved  needle 
and  serves  to  keep  the  needle  course  well 
anterior  and  superficial  to  the  subclavian 
vein,  artery  and  brachial  plexus.  This  route 
can  be  established  with  relative  ease  and  safe- 
ty in  this  midclavicular  location  in  most 
patients  of  slim  to  moderate  size.  In  the  very 
corpulent  patient,  with  a large  thickness  of 
tissue  superficial  to  the  clavicle,  passage  of 
leads  subcutaneously  superficial  to  the  clavi- 
cle may  still  be  easier  and  safer. 

Once  the  needle  has  been  successfully 
inserted  along  this  retroclavicular  course,  it  is 
removed  leaving  the  overfit  catheter  in  place 
(Fig.  1).  A 40  centimeter  stainless  steel 
guidewire  is  then  passed  through  the  catheter 
and  the  catheter  removed  leaving  in  place  the 
guidewire  deep  to  the  clavicle  with  its  ends 
protruding  both  supra-  and  infraclavicularly. 
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Figure  1.  Note  the  16  gauge  5.25  inch  catheter 
proceeding  from  the  supra-  to  the  infraclavicular 
location.  Previously,  this  catheter  was  sheathed  on  a 
needle  and  the  apparatus  was  bent  carefully  into  a U 
shape  then  used  to  establish  the  percutaneous 
retroclavicular  route  from  the  supraclavicular  fossa 
to  the  anterior  chest  wall  near  the  pulse  generator 
pocket.  The  guidewire  extending  parallel  to  the  neck 
marks  the  ipsilateral  internal  jugular  vein  access 
site. 

From  the  exit  point  of  the  guidewire  on  the 
infraclavicular  surface  of  the  anterior  chest 
wall,  the  subcutaneous  pocket  is  then  formed 
and  packed  with  antibiotic-soaked  gauze. 

The  supraclavicular  tunnel  is  then  widened 
by  the  passage  of  an  8 French  dilator  over  the 
previously  placed  40  centimeter  stainless 
steel  guidewire  from  inferior  to  superior  fol- 
lowed by  the  dilator  and  its  7 French  sheath. 
If  two  leads  are  needed,  then  two  guidewires 
are  next  placed  through  the  8 French  sheath 
and  progressive  dilatation  then  follows  over 
each  guidewire,  similar  to  the  technique  used 
in  sizing  up  for  an  angioplasty  sheath,  until 
two  11  French  or  12  French  introducers  with 
their  associated  peel-away  sheaths  are  passed 


under  the  clavicle.  (If  only  a single  lead  is 
needed  then  only  a single  guidewire  and 
sheath  are  inserted). 

After  these  tunnels  are  established,  the  per- 
manent leads  (or  single  lead)  are  directed  into 
the  heart  via  the  internal  jugular  vein  using  a 
retained  guidewire,  if  need  be,  to  facilitate  the 
introduction  of  the  second  lead.10  The  distal 
internal  jugular  vein  is  not  exposed  and  is  not 
ligated. 

Once  the  leads  have  been  satisfactorily 
positioned  in  the  heart,  the  connector  ends  are 
directed  toward  the  supraclavicular  location 
of  the  11  or  12  French  sheaths.  A single  zero 
silk  tie  is  fastened  to  this  end  of  the  leads  and 
fastened  to  the  J end  of  the  stainless  steel 
guidewire.  These  guidewires  can  have  been 
previously  been  placed  through  the  retroclav- 
icular sheaths  or  they  can  be  passed  retro- 
grade after  the  leads  have  been  tied  on  in  tan- 
dem. In  either  case,  each  guidewire  is  used  to 
pull  its  individual  lead  through  its  retroclavic- 
ular sheath  from  superior  to  inferior  and  the 
sheaths  are  then  peeled  away  as  they  are  for 
intravascular  location  of  the  leads. 

At  times  the  sewing  sleeve  of  the  lead  has 
to  be  removed  to  allow  successful  passage  of 
the  lead  through  its  sheath.  In  such  instances, 
the  removal  is  done  with  Adson  or  similar 
forceps  inserted  between  the  insulation  of  the 
lead  and  the  sewing  sleeve  and  the  sleeve  is 
later  reattached  for  fixing  of  the  lead  in  the 
pacemaker  pocket.  In  other  instances  the 
leads  can  be  pushed  retrograde  through  their 
respective  sheaths  without  the  need  to  attach 
them  to  guidewires. 

After  the  leads  are  successfully  passed 
retroclavicularly  to  the  anterior  chest,  they 
are  then  sutured  individually  into  position  in 
the  base  of  the  neck.  This  lead  tie-down  is 
deliberately  made  so  that  each  lead  is  loosely 
fixed  in  its  subcutaneous,  subplatysmal  posi- 
tion as  it  courses  in  a smooth  curve  laterally 
out  of  the  sternocleidomastoid  triangle  along 
the  floor  of  the  supraclavicular  incision  made 
for  this  purpose.  Care  is  taken  to  assess  that 
there  is  adequate  slack  between  the  site  of  the 
jugular  venous  insertion  and  the  chest  wall 
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location  of  the  leads.  Allowance  is  made  for 
the  eventual  erect  posture  of  the  patient  and 
for  potential  wide  diaphragmatic  excursion 
before  this  incision  is  finally  closed  (Fig.  2 
and  Fig.  3). 


Figure  2.  This  lateral  chest  x-ray  depicts  the  course 
of  dual  pacemaker  leads  that  are  routed  from  the 
internal  jugular  exit  site  to  the  anterior  chest  wall 
posterior  or  deep  to  the  clavicle. 

RESULTS 

To  date,  this  method  has  only  been  used  as 
fully  described  in  two  patients,  both  in  Octo- 
ber 1989.  One  patient  (KM),  with  chronic 
atrial  fibrillation  and  symptomatic  bradycar- 
dia, received  a single  lead  and  a VVI-C 
device.  The  other  patient  (MS)  received  a 
dual  chamber  DDD-C  device  because  of 
chronic  high  degree  AV  block  but  adequate 
sinus  node  function.  One  other  patient,  who 
was  moderately  heavy,  had  a single  chamber 
pacing  lead  tunneled  by  introducer  technique 
superficial  to  the  clavicle  initially  in  February 


Figure  3.  This  posterior-anterior  chest  x-ray  reveals 
the  smooth  course  of  the  dual  leads  routed  from 
internal  jugular  vein  in  the  neck  retroclavicularly  to 
the  anterior  chest. 

1985  and  again  on  the  opposite  side,  for  dual 
chamber  upgrade  and  pulse  generator 
replacement,  in  September  1993.  The  height, 
weight,  and  implant  thresholds  of  the  patients 
are  included  in  Table  I.  Chronic  follow-up 
data  on  patients  and  leads  are  expressed  in 
Table  II.  One  of  the  two  patients,  (KM),  died 
at  operation  for  repeat  coronary  bypass  graft- 
ing and  pericardiectomy  for  severe  constric- 
tive pericarditis  in  1991.  At  the  time,  his  lead 
was  intact  as  viewed  at  surgery,  however, 
autopsy  was  not  permitted  by  his  family. 
There  have  been  no  conductor  or  insulation 
fractures  in  this  small  sample  and  no  skin  or 
pocket  erosions. 

CONCLUSION 

This  method  of  utilization  of  internal  jugular 
vein  as  an  entry  site  for  endocardial  lead 
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TABLE  1 

ACUTE  IMPLANTATION  DATA 


Patient 

Height 

Weight 

Implant 

Thresholds 

Impedence 

Lead 

— 

Inches 

Pounds 

Date 

Pace 

Sense 

Ohms 

Man/Model 

LH 

61 

136 

Feb-85 

Vn:0.8V@0.5ms 

8.0mV 

830 

Oscor  PY5813V 

KM 

66 

184 

Oct-89 

Vn:0.7V@0.2ms 

5.5mV 

600 

PS  101 8T1501 

MS 

60 

105 

Oct-89 

Vn:0.6V@0.75ms 

ll.OmV 

775 

PS  101 8T1501 

At:0.9V@0.5ms 

2.5mV 

560 

PS  101 8T1501 

At= Atrial;  Vn= Ventricular;  Man=Manufacturer;  PS=Siemens-Pacesetter 


TABLE  2 

CHRONIC  FOLLOW-UP  DATA 

Patient 

Date 

Thresholds 

Impedence 

Follow-up 

Pace  Sense 

Ohms 

LH 

May-94 

Vn:  1.5V@0.6ms 

— 

620 

KM 

Jun-91 

Vn:  2.5V@0.2ms 

>4.0mV 

630 

MS 

Oct-93 

Vn:  1.5V@0.6ms 

>8.0mV 

750 

At:  1.0V@  0.6ms 

>1.5mV 

630 

placement  and  retroclavicular  lead  position- 
ing deep  to  the  middle  third  of  the  clavicle  is 
presented  as  an  alternative  percutaneous  tech- 
nique when  use  of  the  subclavian  vein  is  not 
feasible  for  various  technical  or  medical  rea- 
sons. This  method  is  more  tedious  and  time- 
consuming  than  percutaneous  methods  which 
employ  the  subclavian  or  axillary  vein  but 
has  been  a useful  alternative: 

A.  When  the  subclavian  or  axillary  vein 
is  difficult  to  locate  on  either  side. 

B.  When  the  patient  is  particularly 
emphysematous  and  pneumothorax 
is  judged  to  be  more  likely  with 
attempted  subclavian  vein  entry  and 
more  dangerous  if  it  should  occur. 

C.  When  the  subclavian  vein  may  be 
thrombosed  and/or  previously  uti- 
lized and  repeat  entry  may  not  be  fea- 
sible yet  an  additional  lead,  from  the 
same  side,  is  very  much  needed. 

Because  this  route  of  great  vein  entry 


directs  the  lead(s)  well  lateral  to  the  costo- 
clavicular ligament,  it  avoids  the  acute  bend 
seen  in  previous  internal  jugular  insertions 
and  the  retroclavicular  course  of  the  leads 
markedly  reduces  the  risk  of  skin  erosion 
over  the  lead.  This  relatively  lateral  retroclav- 
icular course  probably  also  reduces  the  likeli- 
hood of  bone  or  soft  tissue  compression  and 
distortion  of  the  leads  that  may  occur  with 
medial  subclavian  venous  access  but  this 
course  does  route  the  lead  through  the  pec- 
toralis  major  muscle.  The  avoidance  of  occlu- 
sion of  the  distal  jugular  vein  reduces  the  pre- 
vious concerns  about  thromboembolism  using 
this  vessel,  as  previously  employed,  with  sur- 
gical cut-down  and  ligation. 

The  percutaneous  use  of  the  large  internal 
jugular  vein  and  the  percutaneous  retroclavic- 
ular location  of  the  lead(s)  under  the  mid 
clavicle  enroute  to  the  anterior  chest  wall 
make  this  method  a safe  and  achievable  alter- 
native for  most  physicians  skilled  in  the  per- 
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cutaneous  techniques  of  introduction  of 

intravascular  devices  and  in  endocardial  lead 

placement.  □ 
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Oocyte  donation  procedure  is  a new  treatment 
option  for  the  infertile  couples  with  ovarian 
failure  or  repeated  unsuccessful  trials  of 
assisted  reproductive  technologies.  In  women 
especially  after  35  years  old,  the  age-related 
decline  in  fertility  potential  is  thought  due  to 
either  poor  oocyte  quality  and/or  reduced 
endometrial  receptivity.  Oocyte  donation  pro- 
cedure is  a useful  model  for  assessing  the 
endometrial  receptivity  since  embryos  donat- 
ed from  healthy  younger  donors  are  expected 
to  have  high  implantation  rates.  We  report  our 
initial  experiences  here  and  attempt  to  ana- 
lyze various  factors  that  may  affect  the  clini- 
cal outcome. 

METHODS 

Oocyte  recipients:  From  March  1994  to 
February  1996,  28  infertile  couples  participat- 
ed in  the  oocyte  donation  program  in  33  treat- 
ment cycles.  The  oocyte  recipients  were  41.2 
±4.1  (mean  ± S.  D.)  years  old  with  a range  of 
26  to  46  years.  Of  the  28  patients,  13  suffered 
from  primary  infertility  and  15  from  sec- 
ondary infertility.  These  patients  had  multiple 
infertility  diagnoses  and  included  23  patients 
with  a diagnosis  of  advanced  maternal  age, 


*From  Department  of  Obstetrics  and  Gynecology, 
Medical  University  of  South  Carolina,  and  the  South- 
eastern Fertility  Institute,  Charleston,  SC 

** Address  correspondence  to  Dr.  Tsai  at  the  Depart- 
ment of  Obstetrics  and  Gynecology,  Medical  University 
of  South  Carolina,  Charleston,  SC  29425. 


12  with  tubal  occlusion,  eight  with  premature 
ovarian  failure  and  two  with  endometriosis. 

Oocyte  donors:  Sixteen  anonymous  donors 
provided  20  oocyte  donation  cycles  with  four 
donors  providing  two  cycles  each.  Seven 
donors  were  known  to  the  oocyte  recipients 
and  provided  nine  cycles.  The  remaining  four 
cycles  involved  frozen-thawed  oocytes  dona- 
tion. The  donors’  ages  ranged  from  25  to  35 
years  old.  Before  participating  in  the  pro- 
gram, donors  underwent  a comprehensive 
history  taking  and  physical  examination.  The 
donors  were  required  to  have  normal  monthly 
menstrual  cycles.  These  volunteers  were 
counseled  extensively  concerning  the  proce- 
dures and  an  informed  consent  was  obtained. 
The  anonymous  donors  were  compensated 
financially  for  the  procedures  by  the  oocyte 
recipients.  The  screening  protocol  for  the 
donors  include  urine  drug  screen,  complete 
blood  count,  blood  type,  hepatitis  B surface 
antigen,  hepatitis  C,  HIV  1,  2,  chlamydia 
smear,  and  Gonorrhea  culture. 

Preparation  of  oocyte  recipient:  In  32  of  the 
33  cycles,  the  recipients  were  administered 
estrogen  and  progestogen  to  promote  the 
growth  of  the  uterine  endometrium.  In  one 
cycle  no  hormonal  treatment  was  given.  In  29 
of  the  32  treated  cycles,  oral  estradiol  prepa- 
ration (EstraceR)  was  used  in  a stepwise  man- 
ner, with  a dosing  schedule  of  two  to  eight 
mg  per  day  for  a duration  of  14-20  days.  The 
dosage  and  duration  of  treatment  were  adjust- 
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ed  according  to  the  blood  estradiol  levels  and 
endometrial  responses  as  determined  by 
transvaginal  ultrasonography.  In  three  cycles, 
intramuscular  injection  of  Delestrogen  was 
the  estrogen  of  choice  with  a dosing  schedule 
of  five  mg  once  every  three  to  four  days 
according  to  the  estradiol  and  endometrial 
responses.  In  31  of  the  33  cycles,  proges- 
terone injection  or  vaginal  suppository  for  the 
recipients  was  started  around  the  day  of 
oocyte  retrieval  in  the  donors.  The  dosage  of 
progesterone  treatment  began  at  50  mg  per 
day  and  increased  to  100  mg  per  day  on  and 
after  the  uterine  transfer  of  the  embryos.  If 
the  recipient  conceived,  progesterone  treat- 
ment was  continued  until  10-12  weeks  of  ges- 
tation. In  seven  of  the  33  cycles,  leuprolide 
acetate  (a  gonadotropin  releasing  hormone 
agonist,  GnRH-a)  was  initiated  during  luteal 
phase  in  a dosage  of  0.5  mg  subcutaneously 
for  a duration  of  11-16  days  until  the  day  of 
embryo  transfer.  Estradiol  levels  were  deter- 
mined by  radioimmunoassay  in  29  cycles  and 
endometrial  thickness  and  pattern  in  26 
cycles  by  transvaginal  ultrasonography. 

Procedures  for  oocyte  retrieval  in  Oocyte 
donors:  Starting  in  the  midluteal  phase,  the 
donors  received  GnRH-a  1 mg  subcutaneous- 
ly until  the  onset  of  menstrual  bleeding. 
Ovarian  stimulation  with  gonadotropin  prepa- 
rations (Pergonal*  or  MetrodinR)  was  begun 
on  day  three  of  menstrual  bleeding.  The  ovar- 
ian stimulation  was  continued  until  the  lead- 
ing follicles  were  equal  to  or  greater  than  18 
mm  and  estradiol  levels  > 1 ,000  pg/ml.  Ultra- 
sound-guided  transvaginal  oocyte  retrieval 
was  performed  34-36  hours  after  injection  of 
10,000  IU  of  human  chorionic  gonadotropin 
(hCG).  The  oocytes  were  identified  in  the  in 
vitro  fertilization  laboratory  at  the  South 
Eastern  Fertility  Institute,  Mount  Pleasant, 
South  Carolina. 

Oocyte  Fertilization  and  Embryo  Transfer 
in  Oocyte  Recipients:  Donated  oocytes  were 
exposed  to  the  washed  sperm  as  provided  by 
the  male  partners  of  the  recipients.  Each 
oocyte  was  incubated  with  500,000  sperm  in 
Ham’s  F-10  culture  medium.  Fertilization  of 


the  oocytes,  cleavage  and  growth  of  the 
embryos  were  assessed  in  the  in  vitro  fertil- 
ization laboratory.  Embryos  in  the  two  to 
eight  celled  stage  were  placed  in  the  uterus 
transcervically  via  a transfer  catheter  three 
days  after  fertilization. 

Data  Analysis:  Data  were  analyzed  by  stu- 
dent’s test  or  analysis  of  variance  using 
Statview  software  version  4.0  (Abacus  Con- 
cepts, Berkeley,  CA)  on  an  Macintosh  Power 
Mac  computer  7200  (Apple  computer,  Inc., 
Cupertino,  CA).  A p value  of  less  than  0.05  is 
considered  statistically  significant. 

RESULTS 

Cancellation:  Two  of  the  33  cycles  were  can- 
celled without  embryo  transfer  due  to  inade- 
quate responses  of  the  endometrial  growth  in 
the  recipients. 

Pregnancy  rates:  Of  the  31  cycles  with 
embryo  transfer,  27  cycles  had  fresh  embryos 
transferred  and  the  other  four  cycles  had 
frozen-thawed  embryos  transferred.  Fifteen 
cycles  (48.4  percent)  resulted  in  a clinical 
pregnancy  with  fetal  heart  beat  by  ultrasound. 
There  were  one  set  of  twins  and  two  sets  of 
triplets  for  a multiple  pregnancy  rate  of  3/15 
(20  percent).  The  twin  pregnancy  delivered  at 
full  term,  but  the  triplet  pregnancy  delivered 
prematurely  at  20  and  30  weeks  respectively. 
The  remaining  pregnancy  resulted  in  three 
spontaneous  first  trimester  abortion  (20  per- 
cent), and  nine  at  near  or  full-term  delivery 
(60  percent). 

Age  of  Recipients:  Although  the  pregnant 
group  were  younger  (39.9  ± 4.9  years,  mean 
± S.  D.)  than  the  non-pregnant  group  of  42.5 
± 2.9  years,  the  difference  was  not  statistical- 
ly significant. 

Estrogen  treatment  duration  in  the  recipi- 
ents: While  the  pregnant  group  had  longer 
duration  of  estrogen  treatment  (18.0  ± 3.6 
days,  mean  ± S.  D.)  than  the  non-pregnant 
group  of  14.6  ± 6.3  days,  the  difference  was 
not  statistically  significant  (p=0.08). 

Estradiol  levels  in  the  recipients:  The  estra- 
diol levels  in  the  recipients  were  highly  vari- 
able and  ranged  from  91  pg/ml  to  1,150 
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pg/ml.  There  was  no  difference  in  the  mean 
estradiol  levels  between  pregnant  and  non- 
pregnant groups. 

Progesterone  treatment  duration  in  the 
recipients:  .Although  the  pregnant  group  had 
longer  duration  of  progesterone  treatment 
(4.8  ± 2.5  days,  mean  ± S.  D.)  than  the  non- 
pregnant group  of  3.3  ±1.1  days  before 
embryo  transfer,  the  difference  was  not  statis- 
tically significant  (p=0.06). 

Number  of  embryos  transferred  and  preg- 
nancy rates:  In  the  pregnant  group,  an  aver- 
age of  5.0  embryos  was  transferred  as  com- 
pared with  4.6  embryos  transferred  in  the 
non-pregnant  group.  The  difference  was  not 
statistically  significant. 

The  endometjial  thicbiess  in  the  recipients: 
The  endometrial  thickness  was  highly  variable 
and  ranged  from  5 to  15  mm.  There  was  no  sta- 
tistical!} significant  difference  in  the  endome- 
trial thickness  before  embryo  transfer  between 
the  pregnant  versus  the  non-pregnant  groups. 

DISCUSSION 

The  pregnancy  rate  of  48.4  percent  in  our  ini- 
tial results  is  consistent  with  high  successful 
rates  of  around  50  percent  as  reported  by 
individual  series  of  oocyte  donation  pro- 
grams.1- In  the  Assisted  Reproductive  Tech- 
nology Registry  for  American  Fertility  Soci- 
ety in  1992.  a total  of  2.032  donor  oocyte 
cycles  was  initiated  with  an  overall  delivery 
rate  of  31.3  percent  per  retrieval.3 

In  women  with  advanced  reproductive  age 
(>35  years  old),  the  age-related  decline  in  fer- 
tility potential  is  thought  due  to  either  poor 
oocyte  quality  and/or  reduced  endometrial 
receptivity.  In  two  large  oocyte  donation 
series  with  more  than  300  recipients,  the 
ongoing  or  delivered  pregnancy  rates  per 
embryo  transfer  were  similar  for  younger  and 
older  groups.  This  suggests  that  the  age-relat- 
ed decline  in  fertility  is  due  primarily  to 
oocyte  aging,  and  not  to  loss  of  endometrial 
receptivity.4-5-6  Moreover,  recipient  women  of 
greatly  advanced  reproductive  age  (>  50 
years)  experienced  similar  pregnancy  rates 
after  oocyte  donation  as  younger  women  and 


were  at  equal  risk  for  multiple  gestation. :- 

It  is  therefore  critical  to  promote  and  syn- 
chronize the  maturation  process  of  the  recipi- 
ent's  endometrium  for  the  anticipating 
implantation  of  the  transferred  embryos.  Vari- 
ous sex  steroid  preparations  with  differing 
dosing  and  duration  of  treatment  have  been 
proposed.  In  our  initial  experience,  the  preg- 
nant group  had  longer  durations  of  estrogen 
and  progestogen  treatment  than  the  nonpreg- 
nant group,  although  the  differences  were  not 
statistically  significant.  This  is  compatible 
with  the  report  that  pregnancy  rates  varied 
from  19  percent  to  27  percent  for  estrogen 
treatment  phase  of  five  to  35  days,  indicating 
no  significant  decrease  in  pregnancy  rates 
when  endometrial  preparation  was  extended 
for  as  long  as  five  weeks.”  This  suggests  that 
there  is  a threshold  period  of  sex  steroid 
preparation  before  the  receptivity  of 
endometrium  occurs. 

Histologic  or  ultrasonographic  assessment 
of  the  endometrium  may  determine  the  opti- 
mal receptivity  of  the  implanting  embryos. 
When  the  endometrium  was  'in  phase'  (less 
than  two  days’  delay)  in  a biopsy  taken  in  a 
preceding  cycle  of  hormone  treatment,  the 
pregnancy  rate  was  reported  as  high  as  71 
percent.3  While  the  endometrial  measurement 
by  ultrasound  varied  among  treatments,  a 
minimal  thickness  of  seven  mm  was  required 
for  a pregnancy  to  ensue.9 

There  is  conflicting  clinical  evidence  sug- 
gesting a positive  role  for  gonadotrophin- 
releasing hormone  agonist  (GnRH-a)  on 
implantation  in  humans.  In  a oocyte  donation 
program  where  recipients  were  randomly 
allocated  and  treated  with  exogenous  steroid 
replacement  with  or  without  simultaneous 
GnRH-a.  there  was  no  beneficial  effect  of 
GnRH-a  in  the  overall  outcome/1  In  our  ini- 
tial experiences,  we  did  not  observe  any  ben- 
eficial effects  of  GnRH-a  preparation  in  the 
recipients. 

It  has  been  reported  that  the  rates  for 
embryo  implantation,  clinical  pregnancy  or 
delivery  were  not  different  among  patient 
groups  with  vary  ing  infertility7  etiologies  of 
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premature  ovarian  failure.4  However,  women 
with  ovarian  failure  due  to  chemotherapy  had 
elevated  rates  of  spontaneous  abortion.  In  our 
small  patient  population,  we  did  not  notice 
any  difference  in  the  pregnancy  rates  among 
various  infertility  etiologies. 

SUMMARY 

From  March  1994  to  February  1996,  28  infer- 
tile couples  participated  in  the  oocyte  dona- 
tion program  in  33  treatment  cycles  at  the 
Southeastern  Fertility  Institute.  Of  the  31 
cycles  with  embryo  transfer,  15  cycles  (48.4 
percent)  resulted  in  a clinical  pregnancy  with 
fetal  heart  beat  by  ultrasound.  The  sponta- 
neous first  trimester  abortion  rate  was  3/15 
(20  percent),  multiple  pregnancy  rate  3/15 
(20  percent),  live  birth  rate  11/15  (73.3  per- 
cent) and  delivery  rate  12/15  (80  percent).  It 
is  recommended  that  oocyte  donation  proce- 
dure is  a highly  successful  treatment  option 
for  women  with  ovarian  failure  or  repeated 
unsuccessful  trials  of  assisted  reproductive 
technologies.  □ 
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THE  ORIGIN  OF  HEMODIALYSIS  IN  SOUTH 
CAROLINA* 

ARTHUR  V.  WILLIAMS,  M.  D.** 


In  1948,  John  Merrill  and  his  group  at  the 
Peter  Bent  Brigham  Hospital  had  designed 
and  used  an  artificial  kidney  designed  by 
Willem  Kolff  of  the  Netherlands. 

Not  long  after  that,  Dr.  Francis  D.  Murphy, 
long  time  chief  of  medicine  at  Marquette 
University,  was  given  a grant  by  the  Cudahy 
meat  packing  company  to  develop  a dialyzer 
at  Marquette  University  Medical  School  in 
Milwaukee.  He  enlisted  the  help  of  the  devel- 
opmental division  of  the  Allis-Chalmers  com- 
pany and  appointed  three  residents,  Timothy 
Murphy,  Armin  Baier,  and  me  to  work  with 
the  engineers  with  the  design  of  the  machine 
and  its  application. 

Our  first  problem  was  choosing  a dialyzing 
membrane  that  blood  could  flow  through 
without  hemolysis  and  that  could  be  steril- 
ized. A tubing  that  was  manufactured  as  the 
skin  of  skinless  sausages  by  the  Visking 
Company  of  Chicago  was  chosen.  Over  the 
years,  this  tubing  proved  to  be  highly  effi- 
cient and  tough.  We  seldom  had  a leak.  A big 
problem  for  the  engineers  was  how  to  couple 
a rotating  drum  with  a fixed  entry  way  for  tub- 
ing and  they  seemed  to  accomplish  this  with- 
out undue  difficulty.  A third  major  problem 
was  how  to  return  blood  to  the  patient 
through  a metal  pump  without  hemolysis  and 
at  a rate  that  caused  neither  shock  nor  pul- 
monary edema  and  this,  too,  was  built  within 
a matter  of  weeks.  Silicone  had  just  come  on 
the  market  and  we  devised  ways  to  coat 
tubes,  pumps  and  anything  that  blood  touched 


*Editorial  Note:  After  the  experience  told  so 
entertainingly  in  this  paper.  Dr.  Williams  went  on  to 
devote  his  entire  career  to  the  care  of  patients  with 
kidney  disease  at  the  Medical  University  of  South 
Carolina,  where  an  excellent  oil  portrait  of  him  now 
hangs  in  the  Division  of  Nephrology.  He  is  now 
professor  emeritus. 

**301  Susan  Drive,  Charleston,  SC  29407. 


except  the  dialyzing  membrane  itself  with 
this  substance. 

After  months  of  designing,  plotting  and 
planning,  we  decided  that  we  were  far  enough 
along  in  our  plan  to  dialyze  a dog  that  turned 
out  to  be  a 20  pounder  obtained  from  the 
Marquette  University  animal  house.  Since  the 
machine  was  designed  to  use  on  a hundred 
and  fifty  pound  or  so  human,  we  were  appre- 
hensive about  blood  manipulation  in  this  little 
animal. 

We  were  given  a room  in  a very  old  hospi- 
tal that  at  one  time  had  been  used  to  care  for 
the  elderly  but  which  had  been  deserted.  It 
did  have  running  water  and  drains  so  we  con- 
sidered the  choice  of  a space  a fortunate  one. 
At  least  there  would  be  no  witnesses  to  the 
mess,  should  we  generate  one. 

Cannulation  of  arteries  and  veins  was  a 
problem  of  the  time  but  again  we  were  fortu- 
nate and  managed  to  hook  the  little  animal  to 
a femoral  artery  and  vein. 

Much  to  our  surprise,  the  procedure  went 
well  for  several  hours  and  the  little  dog 
seemed  to  have  escaped  unharmed.  The  ani- 
mal house  had  closed  so  the  three  of  us  and 
our  wives  elected  to  celebrate  at  the  Baier’ s 
house.  The  dog  was  placed  in  the  basement 
and  checked  from  time  to  time.  Late  in  the 
evening,  Tim  Murphy  made  a terrible  discov- 
ery. The  animal  had  not  urinated!  We  had 
caused  anuria  in  a process  intended  to  allevi- 
ate that  problem.  But  Baier,  the  practical  Ger- 
man, saved  the  day.  He  said,  “Maybe  the  dog 
is  house  broken.” 

We  took  the  little  thing  into  the  street  where 
he  promptly  passed  his  weight  in  urine.  We 
all  returned  to  the  house  for  another  Martini. 

Our  first  human  dialysis  was  in  St.  Joseph’s 
Hospital  in  Milwaukee  and  the  procedure  was 
accomplished  without  a complication. 
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Not  long  thereafter,  I returned  to  Charleston 
to  practice  medicine  and  teach  but  felt  that 
my  great  contribution  would  be  starting  dialy- 
sis in  the  state.  Vince  Moseley,  then  co-chief 
of  medicine,  and  I wrote  a letter  to  Dr.  Ken- 
neth M.  Lynch,  Sr.,  president  of  the  Medical 
College  of  South  Carolina,  requesting  funds 
for  a dialyzer  and  a small  supporting  lab.  Dr. 
Lynch  gave  the  letter  to  Dr.  Ted  Bernthal, 
chief  of  physiology,  who  carefully  considered 
the  matter  and  told  Dr.  Lynch  in  his  reply  that 
dialysis  was  expensive  and  technically  diffi- 
cult and  felt  that  the  time  was  not  ripe  for  the 
school  to  invest  in  this  project.  This  put  an 
end  to  my  immediate  effort  to  obtain  a dialyz- 
er except  for  submission  of  a grant  to  the 
army  which  also  rejected  an  application  for 
funding. 

The  following  years  were  devoted  to  the 
development  of  peritoneal  dialysis.  The 
method  had  been  pioneered  by  Dr.  Arthur 
Grollman  of  Dallas  and  Drs.  Skeggs  and 
Leonards  of  Cleveland  in  dogs. 

Catheters  were  made  of  whatever  plastic 
tubing  was  available.  Dialysis  fluid  was  man- 
ufactured by  the  Roper  Hospital  fluid  room. 
Normal  saline  and  Ringer’s  solution  were 
then  manufactured  in-hospital  rather  than 
purchased. 

Linally,  a patient  with  terminal  uremia  was 
peritoneally  dialyzed  for  several  weeks  on  the 
black  female  ward  of  old  Roper  Hospital. 
Chemical  results  were  satisfactory  but  after 
several  weeks  the  catheter  was  removed 
because  of  sepsis. 

The  case  was  presented  at  the  annual  meet- 
ing of  the  Southern  Medical  Association  in 
Atlanta  in  1952.  The  gist  of  the  discussion, 
led  by  Dr.  Lawrence  Kyle  of  George  Wash- 
ington University,  was  similar  to  that  of  Dr. 
Bernthal’s  letter.  Peritoneal  dialysis  would 
never  be  a practical  clinical  tool  because  of 
the  time  consumed  in  filling  and  emptying 
dialysis  fluid  and  the  almost  certainty  of 
eventual  infection,  all  true  at  the  time.  With 
the  development  of  a satisfactory  catheter  and 
commercial  dialysate  the  method  did  become 
popular  after  a number  of  years  and  is  now 


used  by  hundreds  of  patients  for  home  dialy- 
sis. 

Lortunately,  I had  a patient,  Walter 
Solomon,  whose  father-in-law  was  under  the 
care  of  Dr.  Kempner  of  Duke  for  renal  failure 
due  to  polycystic  kidney  disease  and  whose 
wife  had  inherited  the  illness.  Mr.  Solomon 
became  head  of  the  Sol  Alexander  Lounda- 
tion,  generated  from  the  will  of  Mr.  Alexan- 
der, a small  business  man  from  Summerville 
who  had  made  very  fortunate  investments 
over  the  years.  The  first  medical  grant  of  the 
foundation  was  to  Dr.  Moseley  for  develop- 
ment of  hemodialysis  and  he  elected  that 
Cheves  Smythe,  John  Buse  and  I would  work 
to  accomplish  the  purpose  of  the  grant.  Inci- 
dentally, I was  never  told  that  the  grant  was 
because  of  Mr.  Solomon’s  interest  in  renal 
disease  but  it  does  seem  most  unlikely  that 
we  would  have  benefited  unless  this  had  been 
of  particular  interest  to  him  because  of  his 
family’s  problem. 

At  any  rate,  in  1957,  thanks  to  the  work 
largely  of  Drs.  Smythe  and  Buse  and  Kenneth 
M.  Lynch,  Jr.,  the  first  hemodialysis  was  done 
at  MUSC  and  has  been  performed  routinely 
there  since  that  time. 

Lor  the  first  few  dialyses,  Drs.  Smythe, 
Buse,  and  I were  in  attendance  throughout  the 
procedures. 

Since  that  time,  the  configuration  of  dialyz- 
ers  has  changed.  We  have  gone  from  Kolff’s 
“tube  in  a tub”  to  coils  or  cells  all  of  which 
have  simplified  hemodialysis  and  made  it 
safer.  In  the  present  day  dialysis  units,  now 
patients  are  cared  for  largely  by  home  trained 
technicians  supervised  by  a nurse  or  two  with 
multiple  patients  dialyzed  simultaneously. 

At  the  present  time  dialysis  units  related  to 
the  Medical  University  alone  care  for  300  end 
stage  renal  disease  patients  performing  900 
dialyses  a week.  The  procedure  is  now  com- 
mon practice  in  large  and  small  towns 
throughout  the  country. 

Hemodialysis  and  peritoneal  dialysis  pro- 
gressed from  inauspicious  beginnings  to  com- 
mon clinical  practice  through  the  interest  of 
individuals  who  were  convinced  that  what 
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was  right  in  theory  will  become  practical  stage  renal  disease  from  multiple  causes 

when  need  is  demonstrated.  Patients  with  end  clearly  demonstrated  that  need.  □ 


Without  proper  estate  planning, 
most  of  what  you  own  could 
be  left  to  your  least  favorite  relative. 

Uncle  Sam. 


Call  now  for  your  7-step  guide  to  estate  planning. 


Given  the  combined  force  of  estate,  income  and  excise  taxes, 
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• Which  assets  the  IRS  considers 
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• What  opportunities  exist  to 
reduce  your  estate  tax  liability. 

•What  are  the  "red  flags"  you  need 
to  be  aware  of  in  reviewing  your 
estate  plan. 

• How  tax  law  changes  have  created 
new  planning  opportunities. 

Call  Bobbi  Presper,  Vice  President  - Investments,  for  your 
copy  of  "Practical  Estate  Planning:  7 Steps  for  Preserving 
Your  Wealth."  Find  out  how  you  can  get  a complimentary 
Personal  Estate  Tax  Analysis. 

(803)  343-8800  or  (800)  438-5570 
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EMILY  POST  HAS  SURGERY 


The  following  guest  editorial  is  reprinted  with  permission  of  The  Pharos  of  Alpha  Omega  Alpha, 
in  which  it  appeared  earlier  this  year  (1997  [Winter];  60:35-36).  Guest  editorials  reflect  the 
opinions  of  the  authors  and  do  not  necessarily  represent  the  opinions  of  the  officers  and  trustees 
of  the  South  Carolina  Medical  Association. 

— CSB 


I know  that  Emily  Post  is  dead.  She  died  in 
1960,  and,  unfortunately,  a lot  of  her  sound 
advice  lies  buried  with  her.  From  the  publica- 
tion of  her  first  book  on  etiquette  in  1 922  until 
her  death  she  was  considered  the  authority  on 
rules  of  etiquette  and  good  manners.  Her 
work  has  continued  under  the  able  direction 
her  granddaughter-in-law,  Elizabeth  L.  Post. 

Retired  after  thirty-five  years  of  surgical 
practice  in  my  home  town,  I frequently 
receive  calls  from  former  patients  and  friends 
concerning  medical  encounters  that  trouble 
them.  Complaints  rarely  concern  or  question 
professional  competence  but  focus  more  on 
physicians’  and  other  care  givers’  apparent 
lack  of  concern  and  personal  attention.  Inter- 
estingly enough,  these  complaints  are  not 
age-gender,  or  specialty-specific. 

Since  I now  have  time  to  flesh  out  fantasies 
and  day  dreams,  I decided  to  consult  the 
works  of  Emily  Post  and  her  heirs — Letitia 
Baldrige’s  revision  and  expansion  of  The  Amy 
Vanderbilt  Complete  Book  of  Etiquette2  and 
Judith  Martin’s  Miss  Manners’  Guide  to 
Excruciatingly  Correct  Behavior 3 — on  the 
subject  of  manners  and  etiquette  as  related  to 
present-day  medical  practice.  What  Miss 
Manners  has  to  say  we  shall  get  to  later,  but 
the  other  two  writers  had  surprisingly  little 
advice  for  doctors.  Post’s  book  contains  an 
excellent  section  on  visits  to  the  sick  but  little 
regarding  the  doctor-patient  relationship. 
Similarly,  Amy  Vanderbilt  gives  excellent 
advice  to  visitors  to  the  terminally  ill: 

Terminally  ill  patients  often  feel  aban- 


doned. So  if  you  have  to  choose 
between  visiting  someone  who  has  just 
had  an  appendectomy  or  someone  who 
is  very  ill  with  cancer,  choose  the  latter. 
Many  people  are  so  uncomfortable  with 
ill  people,  they  cease  to  communicate 
with  them.2p749 

In  fact,  this  advice  carries  more  meaning  for 
physicians  and  nurses  than  for  nonmedical 
visitors. 

This  foray  into  the  etiquette  books  left  me 
frustrated,  for  I felt  that  a mythical  Emily 
Post  would  have  a lot  to  say  if  she  underwent 
emergency  surgery  and  experienced  some  of 
the  misadventures  patients  seem  to  be  suffer- 
ing in  present-day  delivery  of  care.  Let  us 
look,  then,  at  a mythical  Emily  Post’s 
encounter  with  today’s  medicine.  The  events 
recorded  here  are  not  foreign  to  busy  prac- 
tices and  busy  hospitals;  in  fact,  this  recita- 
tion may  serve  as  a mea  culpa  for  similar 
occurrences  under  my  own  direction. 

Emily  Post  awakes  one  morning  with  some 
nausea  and  slight  pain  in  the  upper  abdomen. 
She  had  experienced  a few  such  episodes 
before.  Her  pain  increases  during  the  morn- 
ing, and  at  noon  the  widowed  lady  calls  her 
favorite  niece,  who  hurries  right  over. 
Alarmed  at  her  aunt’s  appearance,  the  niece 
calls  their  family  doctor.  He  had  suspected 
gallbladder  disease  in  the  past,  but  since  the 
symptoms  had  been  mild  and  transitory,  he 
had  not  pursued  the  diagnosis.  Knowing  that 
the  niece  is  level-headed  and  that  and  that  his 
office  is  full  of  patients,  he  has  his  office 
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nurse  make  arrangements  for  an  appointment 
at  2:00  pm  with  a surgeon. 

When  Emily  Post  and  her  niece  arrive,  the 
receptionist  asks  them  to  be  seated  in  an 
already  crowded  waiting  room.  After  another 
thirty  minutes,  Mrs.  Post’s  pain  becomes 
more  severe,  and  she  suffers  the  indignity  of 
dry  heaves.  The  niece  requests  aid  from  the 
receptionist,  and  a nurse  appears  and  takes 
the  sick  patient  to  a small  room  with  an 
examining  table  for  a resting  place. 

Recognizing  the  patient’s  increasing  dis- 
tress, the  nurse  locates  the  doctor  in  the  hos- 
pital operating  room,  where  he  is  doing  a 
tough  sigmoid  colectomy  that  had  started  two 
hours  behind  schedule.  The  surgeon  instructs 
his  nurse  to  send  the  patient  on  to  the  emer- 
gency room  and  to  ask  the  personnel  there  to 
initiate  treatment.  Unfortunately,  a shift 
change  is  in  progress,  and  the  new  emergency 
room  admissions  secretary  is  unaware  that 
Mrs.  Post  is  expected,  so  another  thirty  min- 
utes goes  by  before  the  suffering  patient  is 
taken  to  a treatment  cubicle.  A bewildering 
array  of  care  givers  move  in  and  out  of  this 
space.  The  niece  is  sent  to  Admissions  while 
Mrs.  Post’s  vital  signs  are  recorded,  an  IV  is 
started,  blood  drawn,  and  an  ID  bracelet 
placed.  Then  the  patient  is  sent  to  the  ultra- 
sound lab,  a trip  that  confirms  the  presence  of 
multiple  gallstones,  although  no  one  shares 
this  information  with  the  patient. 

Mrs.  Post’s  return  to  the  cubicle  is  wel- 
comed by  her  niece,  who,  upon  coming  back 
from  the  business  office,  had  alarmingly 
found  the  cubicle  empty.  Shortly  thereafter,  a 
young  man  in  a green  scrub  suit  arrives  and 
presses  on  the  upper  abdomen  several  times. 
Mrs.  Post  assures  the  examiner  that  indeed 
the  pain  is  much  worse  when  he  presses 
down.  Although  he  does  not  introduce  him- 
self, the  niece  assumes  that  this  person  is  a 
resident  with  some  authority,  since  he  tells 
the  emergency  room  nurse  to  send  the  patient 
on  up  to  the  surgical  floor.  Before  the  patient 
is  moved  from  the  cubicle,  though,  the  nurse 
returns  and  inserts  a needle  into  Mrs.  Post’s 
arm  and  attaches  it  to  a hanging  bottle.  Fortu- 


nately, Mrs.  Post  is  not  allergic  to  the  antibi- 
otic choice  of  the  day,  although  no  one  has 
questioned  her  regarding  a possible  allergy. 

Mrs.  Post  is  taken  to  a private  room  on  the 
surgical  floor,  and  the  niece  is  glad  to  see  that 
the  charge  nurse  seems  both  efficient  and  car- 
ing. The  surgeon  appears  shortly,  still  clad  in 
his  scrub  suit,  and  does  a brief  abdominal 
examination,  while  asking  a few  questions 
regarding  the  patient’s  past  medical  history, 
In  conclusion,  he  tells  Mrs.  Post  and  her  niece 
he  will  perform  a laparoscopic  cholecystecto- 
my the  next  day.  He  does  not  explain  what  he 
means  by  this  statement,  nor  can  he  give 
them  a definite  time  for  the  surgery,  since  the 
case  is  an  “add  on.”  During  this  whole  pro- 
cess, the  two  women  register  aggravation  at 
having  to  wait,  although  they  do  not  openly 
show  it.  Their  being  made  to  wait  is,  they 
know,  a sign  of  disrespect,  and  they  are 
embarrassed  for  those  who  do  not  recognize 
that  fact. 

Fortunately,  a midmorning  time  becomes 
available  for  the  procedure  (henceforth 
referred  to  as  “Tap  Chole”  by  all  knowledge- 
able personnel),  and  the  surgery  is  easily  per- 
formed, since  the  patient  is  petite  and  in 
excellent  physical  shape,  Recovery,  too,  is 
rapid  and  almost  pain  free.  The  patient  is  dis- 
charged two  days  after  surgery  to  convalesce 
at  her  niece’s  home.  A week  later,  Mrs.  Post 
and  her  loyal  care  giver  go  to  the  surgeon’s 
office  at  a time  scheduled  the  day  she  had  left 
the  hospital.  Since  the  surgeon  is  absent,  the 
nurse  removes  the  sutures  from  the  small 
abdominal  incisions.  (The  niece  is  both  grati- 
fied and  impressed  by  her  aunt’s  quick  recov- 
ery. It  is  interesting,  however,  that  a year 
later,  when  the  niece  has  a similar  illness,  she 
chooses  a different  hospital  and  surgeon  for 
her  care.) 

Now,  Mrs.  Post  is  naturally  a stickler  for 
writing  thank-you  notes,  and  as  she  recovers, 
she  considers  writing  them  to  her  care  givers. 
But  upon  reflection  she  realizes  she  has  a 
problem.  No  one  except  the  surgeon  had 
bothered  to  introduce  himself  or  herself. 
Although  most  had  worn  identification 
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badges,  Mrs.  Post  had  left  her  glasses  at  home 
and  found  the  badges’  small  print  illegible. 
Even  the  surgeon  who  had  performed  a mod- 
ern surgical  miracle  she  had  seen  only  once 
after  surgery,  because  she  had  been  discharged 
by  one  of  his  partners.  Should  she  write  the 
partner  a note,  too?  And  how,  Mrs.  Post  won- 
ders, can  she  write  her  thanks  to  people  whose 
names  she  does  not  even  know? 

Mrs.  Post’s  misadventures  are  more  usual 
than  unusual  in  medical  encounters  today. 
Age-old  factors  of  misunderstandings  and 
failure  to  communicate  are  now  compounded 
by  new  societal  and  economic  factors.  Tech- 
nological advances  in  both  diagnosis  and 
therapy  lead  to  impersonal  “management”  of 
patients.  The  shift  to  outpatient  services  and 
ever-shortening  lengths-of-stay  curtail  time 
we  can  spend  with  patients.  Multidoctor  and 
multispeciality  clinics  do  not  engender  close 
relationships  between  a patient  and  any  one 
physician.  Rapid  proliferation  of  preferred 
provider  networks  and  other  forms  of  man- 
aged health  care  tend  to  accentuate  this 
impersonal  relationship.  Restricted  panels  of 
providers  create  unfriendly  completion  within 
the  profession  and  between  hospitals. 

All  these  conditions  have  contributed  to 
those  phone  calls  from  friends  and  former 
patients  who  are  complaining  about  their 
treatment  at  the  hands  of  physicians.  It  was 
because  many  of  the  complaints  seemed  to 
me  to  be  a matter  of  simple  manners  that  I 
turned  to  the  etiquette  books  for  answers.  It  is 
only  in  her  comments  on  general  aspects  of 
correct  behavior  that  Mrs.  Post  cites  prompt- 
ness as  one  to  the  beneficial  results  of  correct 
behavior.  In  the  same  section  she  emphasizes 
that  the  ability  to  listen  attentively  during 
conversations  is  a must.  These  two  elements 
of  good  manners  should  be,  she  implies,  part 
of  every  individual’s  etiquette,  but  we  know 
they  are  often  abused  in  a busy  practice. 

Of  the  three  ladies  of  etiquette,  only  Miss 
Manners  does  not  mince  words  about  our 
profession:  “Doctors  have  so  much  in  the 
way  of  the  world’s  riches  that  it  is  not  neces- 
sary for  them  to  have  manners  as  well,  many 


people  believe.  These  people  tend  to  be  doc- 
tors.”3-1’426 I hope  these  words  will  not  discour- 
age the  reader  from  continuing  with  Miss 
Manner’s  section  on  physicians,  for  she  offers 
solid  advice  for  all  of  us.  She  points  out  that 
doctors  should  recognize  that  there  are  other 
services  offered  in  this  world  that  are  of  com- 
parable value  and  that  some  of  these  are  actu- 
ally performed  by  our  patients  when  they  are 
not  occupying  medical  facilities.  Miss  Man- 
ners gives  advice  about  avoiding  presumed 
omnipotence;  its  consequence,  she  states,  is 
like  the  “arrogance  of  automobile  mechan- 
ics.”3'’426 She  rails  against  patients’  having  to 
wait  for  physicians’  services,  and  she  asks 
that  physicians  warn  the  patient  of  any  delay, 
in  the  same  way  airlines  manage  to  . 

Many  of  the  problems  our  hypothetical 
Mrs.  Post  experienced  during  her  hospitaliza- 
tion could  have  been  avoided  if  her  care 
givers  had  practiced  what  I call  “the  three 
I’s”:  introduce,  identify,  and  inform.  When 
we  meet  a patient,  we  should,  as  would  to  a 
stranger  in  any  social  situation,  introduce  our- 
selves. Then  we  need  to  identify  our  role  in  a 
world  that,  to  patients,  is  often  confusing. 
Although  most  of  our  conversations  with 
patients  will  be  more  subject  specific  than 
those  in  a social  situation,  small  talk  between 
fellow  humans  is  never  out  of  place.  And 
surely,  informing  patients,  both  about  what 
we  are  doing  or  finding  and  what  we  plan  to 
do,  also  makes  sense  and  meets  not  only  the 
standards  of  good  medical  practice  but  also  of 
plain  decency  and  good  manners.  If  we  prac- 
tice these  three  I’s,  we  might  find,  as  did  the 
real  Mrs.  Post,  that  over  the  years  manners 
will  prove  to  be  the  most  attractive,  most 
practical,  and  least  objectional  way  of  doing 
things. 

In  the  preface  Amy  Vanderbilt’s  book,  edi- 
tor Letitia  Baldridge  states  that  her  philoso- 
phy of  manners  “is  that  they  are  based  on 
efficiency,  yes,  but  even  more  on  a superb 
trait  of  character  called  kindness.”2  pxi  Eliza- 
beth L.  Post,  in  the  preface  of  her  grandmoth- 
er-in-law’s  book,  defines  etiquette  as  “a  code 
of  behavior,  based  on  kindness  and  considera- 
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tion.”lpxiii  It  is  significant  that  the  word  kind- 
ness is  central  to  both  definitions  of  proper 
behavior.  This  is  what  we  physicians  must 
preserve  in  a high-tech  and  fast-paced  world 
charged  with  emotion  and  fears.  In  all 
encounters  with  patients  and  involved  family, 
we  would  do  well  to  remember  that  age-old 
maternal  admonition,  “Mind  your  manners!” 

John  D.  Ashmore,  M.  D. 

14  Rockingham  Road 

Greenville,  SC  29607-3621 
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AD  LIBITUM 

EXCERPTS  FROM  MEDICAL  MISADVENTURES 


Subsequent  to  my  recent  editorial  about  three  South  Carolina  family  physicians  who  have  had 
published  their  reminisces  of  medical  practice,  I received  a delightful  pamphlet  entitled  Medical 
Misadventures  by  Dr.  Richard  E.  Hunton  of  Greenwood.  What  follows  is  a sample  of  Dr. 
Hunton ’s  witty  yet  sympathetic  appreciation  of  the  colorful  drama  that  is  humanity. 

— CSB 


Dr.  Blank  was  doing  a hernia  operation 
under  local  anesthesia  one  day  and  apparently 
forgot  that  the  patient  wasn’t  asleep.  Upon 
seeing  a fly  in  the  operating  room  he  called 
out  to  the  nurse:  “Kill  him  before  he  gets  out 
of  here.”  The  sedated  patient,  thinking  that 
the  reference  was  to  him,  cried  out:  “Please 
don’t  kill  me  Dr.  Dr.  Blank.  I won’t  try  to  get 
out  of  here!”  Best  to  put  the  patient  to  sleep  if 
you’re  going  to  kill  flies! 

On  one  occasion  I had  a patient  in  a semi- 
private room  with  a patient  of  Dr.  Jones.  My 
patient  told  me  one  morning  that  he  wanted  to 
be  transferred  to  another  room.  When  asked 
the  reason  he  told  me  that  the  other  patient 
had  a bottle  of  nitroglycerin  on  the  table  and 


if  it  fell  off  the  whole  room  would  blow  up. 
After  a brief  explanation  he  reluctantly 
agreed  to  stay. 

One  night  I was  called  to  the  ER  to  see  a 13 
year  old  girl  who  was  brought  in  by  ambu- 
lance with  an  injured  ankle.  When  I saw  her, 
it  was  obvious  that  there  was  little  if  anything 
wrong  with  her.  Upon  asking  why  she  had 
come  by  ambulance,  she  replied  that  she  and 
her  sisters  had  been  saving  up  the  $15.00  for 
the  ambulance  ride  for  some  time  and  thought 
that  it  would  be  a lot  of  fun.  It  wasn’t! 

Richard  E.  Hunton,  M.  D. 

112  Wendover  Road 
Greenwood,  SC  29649-8923 
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The  author  of  the  following  poem  describes  himself  as  “a  partly -retired  neurologist  from  Forsyth 
Hospital  in  Winston-Salem  and  clinical  professor  emeritus  at  Bowman  Gray.  ” 

— CSB 

HOW  TO  TELL  YOUR  BRAIN  WHEN  A TRANSPLANT  HAS  ARRIVED 

I watched  my  white  heartbeats  tread  across  a suspended  screen, 
listening  to  three  nurses  discuss  tomato  plants. 

My  cheery  minister  arrived  brandishing  a list  of  sick  brethren. 

“We  can  talk  about  pig  valves  and  goat  livers  when  you’re  feeling  better,  Henry.” 

What  I saw  was  two  tiny  lumps  taken  from  a selectively-reduced , one-half  pound  fetus. 

Here  cells  might  grow  into  your  rumpled  brain  to  stop  the  tremor. 

She  just  happened  to  be  closer  than  her  two  sisters. 

How  long  had  she  been  in  front?  Two  hours?  Two  weeks? 

Her  minister  and  I precisely  blessed  two  greasy,  floating  globes  that  were  then  shoved 
through  your  college  education. 

“Would  I bless  your  metallic  left  hip?  Maybe,  next  week.” 

Edward  V.  Spudis,  M.  D. 

1215  Yorkshire  Road 
Winston-Salem,  N.C.  29707 
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GEORGE  MADISON  TRULUCK 
1887—1968 

Bom  in  Olanta,  G.  M.  Truluck  was  educat- 
ed in  the  public  schools  of  the  state  and  grad- 
uated from  Clemson  College  in  1908.  While  a 
cadet  at  Clemson,  he  played  football  and  was 
on  the  varsity  track  team.  Following  gradua- 
tion from  Clemson,  he  attended  the  Medical 
College  of  the  State  of  South  Carolina  where 
he  graduated  in  1911.  Between  graduation 
from  medical  school  and  World  War  I,  he 
practiced  medicine  in  Marion.  During  the 
war,  Dr.  Truluck  served  two  years  in  France 
and  was  stationed  for  one  year  with  Field 
Flospital  13,  which  was  functioning  as  an 
emergency  hospital. 

After  the  war,  Dr.  Truluck  did  post  graduate 
work  in  eye,  ear,  nose  and  throat  at  the  Man- 
hattan Eye  and  Ear  Hospital,  Cornell  Univer- 
sity, University  of  Pennsylvania,  Northwest- 
ern University,  Rochester  University,  and 
Chicago  Eye  Infirmary.  In  1922,  he  located  in 
Orangeburg  as  a specialist  in  E.  E.  N.  T. 

Dr.  Tmluck  was  active  in  civic  affairs  as  a 
member  of  the  Lion’s  Club,  Chamber  of 
Commerce,  American  Legion,  Clemson  Col- 
lege Alumni  Club,  and  the  First  Presbyterian 
Church.  His  activities  in  medical  affairs 
included  leadership  positions  in  the  Edisto 
Medical  Society  and  the  South  Carolina  Soci- 
ety of  Ophthalmology  and  Otolaryngology. 
Dr.  Tmluck  was  elected  to  the  Council  of  the 
South  Carolina  Medical  Association  for  the 
Eighth  District  in  1930  and  served  until  elect- 


ed President-elect  of  the  Association  in  1940. 

Dr.  Truluck’s  presidential  address  to  the 
South  Carolina  Medical  Association  in  May 
of  1942  addressed  the  activities  of  the  Pro- 
curement and  Assignment  committees  which 
were  at  work  to  fill  quotas  of  doctors  for  the 
armed  services.  He  provides  some  interesting 
statistics  about  South  Carolina  doctors: 

We  have  listed  in  the  A.M.A.  Directory 
1404  doctors,  but  after  this  list  was  inves- 
tigated by  our  council  we  find  that  we 
have  only  1061  doctors  in  active  practice 
in  the  state,  for  a population  of  1,899,804. 
Before  the  national  emergency  arose,  and 
before  we  eliminated  the  inactive  and 
retired  doctors  we  had  a per  capita  ratio  of 
one  doctor  to  every  1460  people.  Since  the 
induction  of  so  many  of  our  doctors  into 
service,  that  per  capita  ratio  has  been 
changed  so  that  it  is  easily  now  one  to 
2,000.  The  average  per  capita  ratio  in  the 
United  States  is  one  to  726.  There  are  46 
counties  in  this  state,  33  of  which  now 
have  a per  capita  ratio  of  more  than  one 
doctor  to  every  two  thousand  population. 
Seven  counties  have  a ratio  of  one  to 
3,000  or  more.1 

Jane  McCutchen  Brown 
Curator,  Waring  Historical  Library 
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AMA-ERF  NEEDS  YOUR  SUPPORT  MORE  THAN  EVER  BEFORE 


Funding  for  medical  education  and  research  is  very  uncertain.  Federal  funding 
for  all  types  of  education  has  decreased  steadily  in  the  last  decade.  Over  the 
past  46  years,  the  American  Medical  Association  Education  and  Research 
Foundation  (AMA-ERF)  has  given  $65  million  to  medical  schools  on  behalf 
of  AMA-ERF  donors.  Today,  AMA-ERF  and  medical  education  need  your 
support  now  more  than  ever  before ! ! 

As  early  as  the  1950s,  the  American  Medical  Association  realized  the  financial 
difficulties  facing  medical  schools  and  their  students.  AMA-ERF,  a non-profit  organization,  was 
established  to  help  support  medical  education.  Contributions  go  into  two  distinct  funds:  (1)  the 
Medical  School  Excellence  Fund  (used  for  things  such  as  curriculum  development,  research  pro- 
jects, and  equipment  purchases),  and  to  the  medical  students  assistance  fund  (used  for  student 
loans,  grants,  and  scholarships). 


Remember  to  Honor  a Friend  or 
Colleague  Through  a Contribution  to  AMA-ERF 


The  South  Carolina  Medical  Association  Alliance  will  send  a formal  card  announcing  that  a con- 
tribution has  been  made  to  AMA-ERF  in  honor  of  or  in  memory  of  the  person  designated.  Just 
fill  out  the  form  below  and  mail  it  to:  Donna  Richter,  SCMAA  AMA-ERF  Chairperson,  1621 
Huntmoor  Drive,  Rock  Hill,  SC  29732.  (803)  366-1990.  All  checks  should  be  payable  to  AMA- 
ERF.  You  will  receive  an  acknowledgement  of  your  contribution. 


3«e- 


Name:  _ 
Address: 


Occasion: 

Name  of  person  to  be  honored/remembered: 
Address: 


Medical  school  to  receive  fund: 
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BEAN 
AIR  FORCE 
PHYSICIAN. 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 
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FOR  SALE:  Long  established  solo  pediatric 
practice  in  thriving  affluent  nearby  South  Car- 
olina city  of  30,000.  Building  owned  by  pedia- 
trician. Please  direct  responses  to:  Physician’s 
C.P.A.,  P.C.,  3531  Walton  Way,  Augusta,  GA. 
30909. 

FAMILY  PHYSICIAN  NEEDED  FOR 
GROWING  COMMUNITY:  Wonderful 
opportunity  for  board  certified/board  eligible 
family  physician  to  join  an  established  practice. 
Practice  currently  includes  one  board  certified 
family  physician  and  one  certified  family  nurse 
practitioner.  We  do  participate  in  Rural  Health 
Program.  Located  in  Barnwell,  South  Caroli- 
na— 65  miles  from  Columbia,  40  miles  from 
Aiken,  and  45  miles  from  Augusta,  GA.  For 
more  information,  please  contact  Audrey  Shealy 
at  (803)  259-5762  or  fax  (803)  259-3050. 

WANTED:  PRIMARY  CARE  PRACTICES: 
UCI  MEDICAL  AFFILIATES,  INC.,— 
DOCTOR’S  CARE,  PA  is  currently  expanding 
in  South  Carolina!  Seeking  primary  care  medi- 
cal practices  for  merger/acquisition.  Would  also 
consider  specialty  practices.  Please  direct  CVs, 
correspondence  to  UCI  Medical  Affiliates,  Inc. 
(dba  Doctor’s  Care,  PA),  1901  Main  Street, 
Suite  1200,  Mail  Code  1105,  Columbia,  SC 
29201,  Attn:  Practice  Acquisitions. 

FAMILY  PRACTICE/PRIMARY  CARE: 

Practice  opportunities  in  South  Carolina  for 
experienced  practitioners  on  a full-time  or  part- 
time  basis.  If  you  are  looking  for  a little  extra 
“butter  and  egg”  money,  we  have  short-term 
placement.  When  you  are  considering  making  a 


change  in  your  job  status,  we  would  be  honored 
to  discreetly  represent  you.  Jennie  Ware  Family 
Medical  Services,  Inc.,  provides  the  highest 
quality  provisional  contract  medical  services  to: 
family  practices,  clinics/urgent  care  centers, 
hospital  systems,  nursing  homes  and  assisted 
living  centers,  and  multidisciplinary  groups  or 
networks.  We  are  located  in  Greenville.  SC.  For 
more  information,  call  toll-free  (888)  593-6737, 
or  visit  our  website  http://www.jennieware.com. 

GROUP  OF  RESIDENCY-TRAINED 
EMERGENCY  PHYSICIANS:  Need  board 
certified  EM  independent  contractor  to  fill  5-7, 
eight  hour  shifts  per  month.  120  bed  hospital  in 
rural  upstate  South  Carolina.  Fax  CV  to  1-864- 
888-1403. 

EMERGENCY  MEDICINE,  FAMILY 
PRACTICE,  INTERNAL  MEDICINE, 
ORTHOPAEDIC  SPINE  SURGERY, 
ORTHOPAEDIC  SPORTS  MEDICINE, 
RHEUMATOLOGY — Practice  opportunities 
exist  in  local  medical  facilities  and  with  private 
practice  groups  in  Orangeburg  County  for  expe- 
rienced practitioners  and  graduating 
residents/fellows.  All  positions  include  salary, 
benefits  package,  and  relocation  allowance. 
Located  at  the  junction  of  1-26  and  1-95,  35 
minutes  to  Columbia  and  65  minutes  to 
Charleston.  Area  known  for  its  gardens,  golf, 
hunting,  and  fishing  (Lake  Marion).  Achieve 
financial  success  in  a non-competitive  environ- 
ment while  enjoying  a superior  quality  of  life. 
Contact  Dr.  Chermol,  The  Regional  Medical 
Center  at  (800)  866-6045. 
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Help  is  now  available  to  relieve  the  physician  and  his  or  her  staff  of  this  burden! 


CMN  Assistant 


CMN  Assistant™  software  that  takes  you  step  by  step  through  the  process  of  completing 
CMN’s  correctly  the  first  time! 


CMN  Assistant™  features. 


Question-by-question  help  for  each  question  on  a CMN  form  with 


discussion  and  coverage  rationale. 


Help  with  every  CMN  required  by  Meidcare. 

Assistance  with  diagnosis  look-up. 

Simplicity  - easy  to  install  and  use  - NO  TRAINING  REQUIRED  - online 
help  included! 

Saves  hours  of  staff  and  physician  time! 


Runs  on  virtually  any  DOSAVindows-based  personal  computer. 


For  a limited  time,  CMN  Assistant  is  available  at  an  introductory  price  of  just  $99. 
So  there's  no  better  time  to  relieve  yourself  and  your  staff  from  CMN  hassles.  To  order, 
send  check  or  money  order  for  $99  (SC  residents  add  5%  sales  tax)  with  your  address 
and  telephone  number  to  the  name  and  address  below. 


For  inquiries,  call  1-800-745-9778  or  visit  our  web  site  at  www.reimbursesvcs.com 
for  more  information. 


If  you  prescribe  DURABLE  MEDICAL  EQUIPMENT  (DME)  for  your  patients 
at  home,  you’ve  been  through  the  torture  of  completing  the  CERTIFICATE  OF 
MEDICAL  NECESSITY  form  (CMN)  required  by  Medicare.  The  Medicare  law 
prohibits  suppliers  of  equipment  from  completing  these  forms  which  places  the  burden 
squarely  on  the  prescribing  physician  and  staff.  Unfortunately,  Medicare  did  not  make 
provisions  for  educating  or  training  physicians  or  their  office  staff  on  how  to  correctly 
complete  these  forms! 

If  these  forms  are  not  completed  correctly,  by  law  suppliers  must  return  them 
to  the  physician  for  correction.  To  compound  the  problem,  providers  are  not  allowed  to 
provide  any  instructions  to  the  physician  or  staff  on  how  to  complete  the  form.  And 
because  the  physician’s  office  staff  is  not  trained  to  complete  the  forms,  they  have  a 
tendency  to  avoid  this  unpleasant  task  as  long  as  possible.  In  this  situation,  NOBODY 
WINS! 


. fteat 


Introductory  Software  Price 


Relieve  yourself  and 
your  staff  of 
CMN  hassles  today! 


Reimbursement  Services  Inc. 

Electronic  Claims  Processing  & Software  for  the  Health  Care  Profession 

Post  Office  Box  271 45  • Greenville,  South  Carolina  29616 
800.745.9778  • Fax:  864.458.8876  • E-mail:  sales@reimburscsvcs.com 

Since  1987 
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What  can  a map  tell  you  about  a computer  system? 


More  than  40%  of  all  South 
Carolina  physicians  in  private 
practice  use  CompuSystems’ 
Medical  Practice  Management 
System  to  work  more 
efficiently  and  profitably. 


Plenty  — if,  like  this  one,  it  shows 
how  many  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably. 

For  example,  it  might  show  how  a 
16-year  commitment  to  '"Working  for 
Physicians"  has  resulted  in  over  660 
installations  in  South  Carolina, 
representing  some  1,930  physicians  — 
over  40%  of  the  4,600  in  private  practice 
in  the  state! 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross  /Blue  Shield  (with  no 


per-claim  charges)  are  improving 
physicians'  revenue. 

It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive  — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry. 

It  might  demonstrate  how  technical 
expertise  brings  a host  of  innovations, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  in  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems  only 
in  the  Southeast,  a computer  company 


can  keep  customers  up  to  date  on  the 
latest  insurance  filing  requirements. 

It  could  emphasize  the  flexibility  of 
multi-user,  multi-tasking  software  that 
runs  on  the  most  popular  operating 
system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a computer  vendor  with  a 
vision  for  the  future  and  the  expertise  to 
make  that  vision  work  for  you. 


©mmpiiSystems 

inc. 

Carolina  Research  Park  • One  Science  Court 
Columbia,  SC  29203-9356 

800-800-6472  • 803-735-7700 
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PREVENTIVE  CARE  IN  DIABETICS 
PESTICIDE  POISONINGS 
WHEN  ARE  PHYSICIANS  GOD? 


EDITORIAL 
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UNIVERSITY  OF  MARYLAND  AT 
BALTIMORE 
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The  Future  is  Now! 

The  Internet  is  quickly  becoming  a way  of  life.  People  are  looking  for 
YOU  on  the  Internet.  SCMA  is  providing  its  members  with 
the  opportunity  to  be  there  when  patients  come  looking. 

Take  your  place  on  the  Information  Superhighway  NOW 
by  signing  up  for  your  own  Physician  Website! 


: Website  Design  Service 

The  Standard  Package 

* What  Is  Included  On  Your  Site 

I • Name  and  Photograph 

l • Practice  Specialty  and  Location(s) 

l • Office  Hours  and  Special  Services  Offered 

l • Medical  Education  & Training 

* • Insurance  Plans  Accepted 

• • Hospital  Privileges 

l • Listing  of  Professional  Achievements  and  Awards 

l • Indication  of  whether  you  are  accepting  new  patients 

• 

: How 

l • All  that  is  involved  is  filling  out  a form  and  our  Web  host,  Info  Avenue  will  take 

l care  of  the  rest.  For  more  information,  call  1-800-950-4726  today. 

• 

• 

! The  Cost 

• • $100  (one-time  fee)  plus  $15  per  month  for  hosting  and  changes.  Internet  access  is 
also  available  if  needed.  For  more  information,  call  1-800-950-4726. 

The  Custom  Package 

• Info  Avenue  can  also  help  you  build  a customized  page  to  meet  your  particular  needs. 

• This  would  allow  you  to  provide  additional  information  on  your  site  such  as  patient 

• educational  material.  Pricing  would  be  based  on  the  options  you  choose. 

! Call  1-800-950-4726  for  more  information. 


Don  Y Miss  the  Opportunity! 


PAID  IV  Plus 
is! 

No  one  mentioned  a preauthorization.  Is  that 
something  you  can  give  her?  By  the  way,  what 
is  a preauthorizjation  ? 

Mix-ups  like  this  throw  your  practice's  schedule 
off  and  frustrate  patients.  So  head  off  problems, 
and  run  your  office  smoothly  with  PAID  IV  Plus. 

PAID  IV  Plus.  Companion  Technologies'  private 
label  version  of  The  Medical  Manager,  is  the 
complete  practice  management  software  system 
that's  easy  to  use.  With  just  a few  simple  keystrokes, 
you'll  master  managed  care  functions,  including7*7! 

Quickly  checking  for  treatment 
preauthorizations  and  patient  eligibility 

Maintaining  insurance  policy  limits 

Handling  multiple  insurance  providers 
for  a single  patient 

Producing  numerous  practice  reports 
and  analyses 

Knowing  which  services  are  not  covered 

PAID  IV  Plus  actually  makes  "managed  care” 
manageable.  .And  your  life  a lot  less  complex. 

Leant  what  else  PAID  IV  Plus  can  do  for  you. 

Call  Companion  Technologies  for  information  or 
to  schedule  a system  demonstration. 

1-800-382-PAID  (7243) 
or  fax  (803)  699-2384 

PAID  IV  Phis.  Because  patients  can  H remember 
everything,  and  you  have  to. 


^ Companion  Technologies 

Modern  technology  for  practice  management 
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HIGHLIGHTS  OF  THE  BOARD  OF  TRUSTEES  MEETING 

November  20, 1997 


AM  A Membership  Presentation:  Dr. 
Edward  Hill,  Chairman  of  the  Mem- 
bership Committee  of  the  American 
Medical  Association  (AMA)  Board  of  Trustees,  gave  a pre- 
sentation concerning  a strategic  plan  from  the  AMA  Board 
of Trustees  to  increase  membership  in  organized  medicine. 
He  presented  the  concept  of  a tiered  membership  model 
which  the  AMA  will  be  testing  in  several  states. 

Student  Membership : Medical  students  will  receive  a let- 
ter from  Dr.  Weston  informing  them  that  they  will  receive 
complimentary  membership  to  the  SCMA  as  well  as  a 
complimentary  copy  of  The  Journal. 


Baptist  Phxsician  Partners : The  board  was  informed  about 
the  response  from  the  Board  of  Medical  Examiners  to  a 
complaint  filed  by  the  South  Carolina  Medical  Associa- 
tion (SCMA)  about  the  dismissal  of  the  two  physicians  at 
Baptist  Medical  Center  in  Columbia.  Mr.  Mahon  informed 
the  board  that  the  position  of  the  Board  of  Medical  Exam- 
iners is  that  the  Board  of  Medical  Examiners  has  the  author- 
ity to  take  action  if  a patient  makes  a complaint  directly 
to  them  about  a physician. 

Whitner  v.  South  Carolina:  The  board  agreed  to  continue  as 
an  amicus  party  in  the  case  of  Whitner  v.  South  Carolina.  □ 


MEDICARE  UPDATE 


New  Documentation  Guidelines  for  Evaluation  and 
Management  Services:  The  Health  Care  Financing 
Administration  (HCFA)  and  the  American  Medical 
Association  have  developed  new  medical  record 
documentation  guidelines  to  explain  the  appropriate 
use  of  evaluation  and  management  codes.  The 
guidelines  are  much  more  extensive  than  the  ones 
released  in  1994.  The  new  guidelines  took  effect 


October  1,  1997,  but  you  must  be  in  compliance  by 
January  1,  1998. 

If  you  would  like  a copy  of  the  new  guidelines,  you 
may  download  the  guidelines  from  the  HCFA  website 
at  www.hcfa.gov/medicare/mcarpti.htm  or  call  the 
American  Medical  Association  at  (800)  621-8335.  □ 


MARK  YOUR  CALENDARS! 

The  South  Carolina  Medical  Association’s  Annual  Meeting  and  Scientific  Assembly  is  sched- 
uled for  April  23-26,  1998,  at  the  Charleston  Place  Hotel,  Charleston,  South  Carolina. 


MEDICAID  UPDATE 


1998  CPT  Codes:  A grace  period  will  be  given  in  order  to  allow  providers  the  transition  from  the  1997  codes  to 
the  1998  CPT  codes.  This  grace  period  is  from  January  1 to  March  31,  1998.  Effective  April  1,  1998,  only  new 
1998  codes  will  be  accepted. 

SCMA  Medicaid  Survey : The  SCMA  will  mail  a survey  to  all  physicians  practicing  family  medicine  and 
pediatrics  in  South  Carolina  to  learn  more  about  physicians’  views  on  the  Medicaid  program  and  pediatric 
patients  with  Medicaid  benefits.  Your  completion  and  prompt  return  of  this  survey  is  appreciated.  □ 


PARTNERS  FOR  HEALTHY  SCHOOLS 

■ aptist  Medical  Center,  Richland  Memorial  Hospital,  Duke  Endowment,  Richland  School  District  One, 
and  University  of  South  Carolina  (USC),  Department  of  Pediatrics  have  joined  together  in  a project 
entitled  Partners  for  Healthy  Schools,  Over  the  next  five  years,  the  $2.1  million  project  aims  to  improve 
access  to  primary  and  preventive  care  in  14  schools  through  the  development  of  school -based  health  care 
services,  which  will: 

• Place  a school  nurse  in  each  of  the  14  schools; 

• Provide  one  social  worker  to  support  the  14  schools  and  to  concentrate  on  home  visits  and  social  issues 
related  to  children,  their  families,  and  schools; 

• Utilize  a part-time  pediatrician  in  the  USC  School  of  Medicine  and  Ambulatory  Pediatric  Clinic  who  will 
provide  medical  homes  for  children  who  do  not  have  a primary  care  physician; 

• Develop  a case  management  system  to  support,  track,  and  provide  follow-up  to  primary  and  preventive  care 
among  indigent  and  Medicaid  or  Medicaid-eligible  children  in  conjunction  with  the  USC  Pediatric  clinic 
and  pediatricians  in  primary  practice; 

* Transport  the  school  children  to  physicians'  and  dentists'  offices; 

* Provide  comprehensive  physician  examinations  for  children  identified  by  the  school  nurses  through  medical 
homes; 

• Decrease  hunger  among  school  children  by  providing  healthy  snacks  in  the  health  room  between  school- 
provided  meals. 

If  you  wish  to  participate  in  Partners  for  Healthy  Schools  or  have  any  questions , please  contact  Kevin  Ballance, 
RN,  at  Baptist  Medical  Center  (803)  771-5139. 


ARRHYTHMIA  TECHNOLOGIES  INSTITUTE  LOCATES  IN  GREENVILLE 

The  world's  only  formal  school  designed  to  train  professionals  in  the  rapidly  advancing  field  of  arrhythmia  and 
cardiac  device  technology  and  therapy  has  moved  to  Greenville.  The  institute  opened  in  September  with  class  of 
18  students.  Dr.  Robert  Hull  serves  as  medical  director. 

The  10-year  old  school  relocated  to  Greenville  from  Bradenton,  Florida  and  is  housed  in  Greenville  Hospital 
System’s  eastside  offices.  With  the  move  comes  a curriculum  expansion  to  include  not  only  its  current  programs 
in  arrhythmia  health  care  and  cardiac  device  technology,  but  also  courses  in  the  field  of  electrophysiology.  The 
school  is  the  only  school  in  the  nation  which  trains  students  in  the  science  and  clinical  aspects  of  pacemakers  and 
defibrillator  implantation  and  follow-up.  □ 
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SCMA  WORKSHOPS 


EXPLORING  CPT  CODING 

Designed  for  medical  staff  new  to  CPT,  this  full  day  course  presents  an  overview  of  the  techniques  and 
conventions  of  procedural  coding.  Using  actual  case  studies  for  a range  of  specialties,  participants  will  complete 
exercises  using  their  CPT  manuals  to  build  accuracy  and  confidence  in  code  selection  to  assist  in  obtaining 
correct  reimbursement  from  third-party  payors.  Register  by  January  2, 1998. 

9:00  a.m.  - 4:00  p.m.;  Registration:  8:30  a.m. 

Columbia:  January  13, 1998,  Adam’s  Mark  Hotel 


EXPLORING  ICD-9-CM:  A VOYAGE  OF  DISCOVERY 

After  participating  in  this  full  day  seminar,  participants  will  have  mastered  the  principles  of  diagnosis  coding. 
Each  will  be  able  to  quickly  locate  the  right  codes  and  enter  those  properly  on  HCFA  1500  claim  forms.  Using 
the  ICD-9-CM  manual,  participants  will  complete  coding  exercises  from  our  speaker’s  specially  designed 
workbooks  to  gain  valuable  experience  to  take  back  to  their  practices.  Register  by  January  2, 1998. 

9:00  a.m.  - 4:00  p.m.;  Registration:  8:30  a.m. 

Columbia:  January  14, 1998,  Adam’s  Mark  Hotel 


cpt:  a comprehensive  study 

In  this  intensive  full  day  course  tailored  to  meet  the  needs  of  participants,  experienced  coders  will  study  the 
techniques  and  conventions  of  procedural  coding.  Using  actual  case  studies  for  a range  of  specialties, 
participants  will  complete  exercises  using  their  CPT  manuals  to  build  speed  and  accuracy  in  code  selection  to 
obtain  correct  reimbursement  from  third  party  payors.  Register  by  January  2, 1998. 

9:00  a.m.  - 4:00  p.m.;  Registration;  8:30  a.m. 

Columbia:  January  15, 1998,  Adam’s  Mark  Hotel 

icd-9-cm:  a comprehensive  study 

In  this  full  day  seminar,  experienced  coders  will  review  and  explore  the  complexities  of  diagnosis  coding.  Using 
the  ICD-9-CM  manual,  and  examples  for  a range  of  specialties,  participants  will  complete  coding  exercises 
from  our  speaker’s  specially  designed  workbooks  to  gain  valuable  experience  to  take  back  to  their  practices. 

Register  by  January  2, 1998. 

9:00  a.m.  - 4:00  p.m.;  Registration:  8:30  a.m. 

Columbia:  January  16, 1998,  Adam’s  Mark  Hotel 

MANAGED  CARE  ACADEMY 

Why  go  to  Atlanta  or  Chicago  when  you  can  get  a comprehensive  review  of  managed  care  here  in  South 
Carolina?  This  seminar  will  offer  a comprehensive  review  of  managed  care  from  a variety  of  perspectives, 
including:  critical  issues  in  managed  care  contracting,  how  to  analyze  reimbursement  rates  under  managed  care, 
how  you  can  use  your  computer  system  to  manage  managed  care,  and  physician  credentialing  and  the  role  of 
NCQA  in  managed  care.  Register  by  January  12, 1998. 

9:00  a.m.  - 4:00 p.m.;  Registration:  8:30  a.m. 

Columbia:  January  22, 1998 

Space  in  each  program  is  limited,  so  be  sure  to  register  early.  If  you  have  any  questions,  please  call  Melissa 
Hamby,  extension  253,  at  (803)  798-6207  in  Columbia,  or  at  (800)  327-1021  statewide,  or  by  e-mail  at 
melissa@scmanet.org. 
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PHYSICIANS  CARE  NETWORK 
UPDATE 

Physicians  Care  Network  (PCN)  provider 
participation  remains  at  an  all-time  high.  There  are 
5,384  participating  physicians,  536  participating 
ancillary  providers,  and  76  participating  hospitals. 

IMPORTANT  INFORMATION:  The  customer 
service  functions  have  been  moved  from  our 
Columbia  office  to  the  Spartanburg  office.  The  toll- 
free  customer  service  number  currently  in  use,  (800) 
340-7491,  remains  the  same.  ACMG  Client  Services, 
Provider  Relations,  Utilization  Review,  Marketing, 
and  General  Administration  have  a new  toll-free 
number,  (888)  323-9271. 

If  you  have  questions  about  PCN,  please  contact 
Cindy  Osborn,  Network  Coordinator,  PCN,  at  (803) 
798-6207 , extension  257  or  statewide  at  (800)  327- 
1021.  You  may  also  send  an  e-mail  message  to 
cindy@scmanet.org.  □ 


THE  FUTURE  IS  NOW— DON’T  MISS 
THE  OPPORTUNITY 

Internet  volume  is  doubling  every  90  days.  People  are 
searching  for  you  on-line.  The  only  question  is 
whether  you  will  be  there  when  they  come  looking. 

Now,  with  the  South  Carolina  Medical  Association 
(SCMA)  Website  Design  Service,  you  can  be  there 
with  your  own  website.  Take  your  place  on  the 
Information  Superhighway  and  let  patients  and  other 
physicians  know  about  your  practice,  your 
professional  achievements,  the  special  services  you 
offer,  the  insurance  plans  you  accept,  and  much  more. 
Each  physician  will  have  an  individual  web  address  to 
identify  the  website,  and  users  looking  for  physicians 
will  be  able  to  use  a search  engine  at  our  scmed.com 
home  page. 

Call  (800)  950-4726  for  more  information  on  how 
you  can  tell  thousands  of  South  Carolinians  about 
your  practice  via  the  World  Wide  Web.  □ 


FIRST  ANNUAL  SCMA  FAMILY  CRUISE  VACATION 

It’s  not  too  early  to  make  plans  for  the  South  Carolina  Medical  Association’s  (SCMA)  First  Annual  Family 
Cruise  Vacation.  Our  special  rates  are  available  to  SCMA  members,  their  families,  and  employees.  Here's  why 
we’re  so  excited: 

* SCMA  has  negotiated  exclusive  rates  for  its  members,  their  families,  and  employees  which  are  surprisingly 

affordable  for  a cruise  of  this  quality. 

• This  seven  day  cruise  is  aboard  the  Carnival  Cruise  Lines  SuperLiner 
Imagination,  departing  Miami  on  July  25,  1997,  with  ports  of  call  in  Cozumel, 
Mexico;  Grand  Cayman;  and  Ocho  Rios,  Jamaica. 

« As  part  of  our  exclusive  arrangement,  special  cabin  upgrades  will  automatically  be  given  to  SCMA 
members,  their  families,  and  employees. 

The  best  cabins  always  go  quickly,  so  don't  delay.  Join  your  friends  and  colleagues  for  an  exciting  cruise  about 
the  SuperLiner  Imagination, 

Contact  Daisy  Bouknight  with  Forest  Lake  Travel  at  (803 ) 738-1520  or  (800)  554-8758,  extension  204,  and 
book  your  cabin  on  the  First  Annual  SCMA  Family  Cruise  Vacation. 
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Diabetes  mellitus  has  an  exceptional  impact 
on  human  beings,  personally  and  financially. 
Diabetes  complications  include  retinopathy, 
nephropathy,  neuropathy  and  cardiovascular 
disease.  The  total  economic  costs  attributable 
to  diabetes  were  estimated  at  $91.8  billion  in 
the  U.  S.  in  1992,1  with  diabetes  complica- 
tions accounting  for  a large  proportion  of  the 
total  costs.  Greater  use  of  preventive  services 
is  clinically  advantageous  to  maintenance  of 
health,  reducing  complications,  and  subse- 


*From  the  Center  for  Health  Promotion,  South  Carolina 
Department  of  Health  and  Environmental  Control, 
Columbia,  SC.  (Drs.  Zheng,  Learner,  and  Wheeler,  Mr. 
Boateng,  and  Mr.  Shepard);  the  School  of  Public 
Health,  University  of  South  Carolina,  Columbia,  SC. 
(Dr.  Macera);  and  the  Diabetes  Center,  Medical 
University  of  South  Carolina,  Charleston,  SC.  (Dr. 
Colwell). 

** Address  correspondence  to  Dr.  Zheng  at  the  Center 
for  Health  Promotion,  South  Carolina  Department  of 
Health  and  Environmental  Control,  Mills/Jarrett 
Complex,  P.  O.  Box  101106,  Columbia,  SC  29211. 
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quently  reducing  the  burden  of  diabetes. 
Information  on  preventive  services  for  people 
with  diabetes,  in  particular  African-Ameri- 
cans, is  sparse  and  incomplete.  We  describe 
utilization  of  preventive  services  by  people 
with  diabetes  in  biracial  population  by  using 
data  from  the  South  Carolina  Behavioral  Risk 
Factor  Surveillance  System  (BRFSS). 

METHODS 

The  BRFSS  is  an  ongoing  telephone  inter- 
view survey  to  study  diseases,  health  issues 
and  health  behaviors  and  perceptions  among 
persons  aged  18  years  and  older.  Study  sub- 
jects are  selected  through  the  Mitofsky-Waks- 
berg’s  random  digit  dialing  method.4 

Subjects  were  asked  questions  related  to 
diseases  and  health  issues.  For  example,  one 
question  was;  “Have  you  ever  been  told  by  a 
doctor  that  you  have  diabetes?”  In  this  study, 
subjects  were  classified  as  having  diabetes  if 
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RESULTS 


they  reported  “yes”  to  the  above  question, 
except  for  pregnant  women,  who  were  includ- 
ed in  groups  not  having  diabetes.  All  answers 
were  self-reported  by  participating  subjects. 

Statistical  analyses  were  performed  using 
SUDAAN,5  which  uses  South  Carolina  popu- 
lation characteristics  to  weight  sample  statis- 
tics for  population  estimates.  Analyses  were 
based  on  surveys  of  21  aggregated  months  of 
data  collected  between  April  1994  and 
December  1995.  Prevalence  of  health  condi- 
tions and  health  practices  was  obtained  by 
direct  estimation.  Multiple  logistic  regression 
was  performed  to  study  the  prevalence  ratio 
of  health  conditions  or  health  practices 
between  whites  and  blacks  while  adjusting 
for  age  and  gender. 


There  was  a total  of  3,626  subjects  sampled. 
Of  those,  196  subjects  (5.4  percent;  126 
whites  and  70  blacks)  had  been  told  by  a doc- 
tor that  they  had  diabetes.  Women  who  were 
told  that  they  had  diabetes  during  pregnancy 
were  excluded.  Table  1 presents  demographic 
characteristics  of  people  with  diabetes  in  this 
study.  The  following  generalizations  can  be 
drawn  about  this  study  population.  Whites 
were  older  than  blacks;  there  were  more 
black  women  than  white  women;  whites 
tended  to  have  high  school  or  higher  educa- 
tion; a higher  proportion  of  whites  were  mar- 
ried; about  60  percent  or  more  of  the  study 
population  had  less  than  $35,000  household 
income.  More  than  40  percent  of  the  study 


TABLE  1.  Distribution  of  Demographics  for  People  with  Diabetes  by  Race,  SC,  1994-1995* 


Demographics 

White  (N 
Percent 

= 126) 

95%  Clt 

Black  (N 
Percent 

n 

\D 

n 

— f 

Age 

18-44 

20.1 

11.3,  29.0 

23.9 

13.2,  34.6 

45-64 

37.8 

28.1,47.4 

37.1 

22.4,  51.9 

65+ 

42.1 

32.4,51.8 

33.6 

21.0,  46.1 

Unknown 

- 

- 

5.4 

0.0,  12.0 

Gender 

Men 

54.3 

44.6,  63.9 

37.0 

21.7,  52.2 

Women 

45.7 

36.1,55.4 

63.0 

47.8,  78.3 

Education 

Less  than  high  school  (<  12) 

31.6 

22.6,  40.7 

43.5 

29.7,  57.2 

High  school  & above  (>  12) 

68.4 

59.3,  77.4 

56.5 

42.8,  70.3 

Household  income 

<$15,000 

37.4 

27.7,  47.0 

24.5 

14.5,  34.5 

$15,000 -$35,000 

22.0 

14.2,  29.8 

35.0 

19.5,  50.5 

$35,000  + 

15.3 

7.2,  23.5 

8.5 

1.5,  15.5 

Unknown 

25.3 

16.7,  34.0 

32.0 

19.7,44.3 

Marital  status 

Currently  married 

74.4 

66.9,81.9 

48.2 

34.3,62.1 

Currently  not  married 

25.6 

18.1,  33.1 

51.8 

37.9,  65.7 

Employment  status 

Employed 

30.2 

20.8,  39.6 

31.7 

19.7,  43.7 

Retired 

42.9 

33.2,  52.7 

43.9 

29.7,  58.1 

Other 

26.9 

17.8,  35.9 

24.4 

12.6,  36.1 

*,  percentage  was  weighted  by  SC  population, 
f , confidence  interval. 
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Table  2.  Health  Conditions  and  Health  Practices  for  People  with  Diabetes,  SC,  1994-1995" 


Conditions  & 

White  (N  = 

126) 

Black  (N  = 

70) 

Prevalence 

Practices 

Percent 

95%  Cl* 

Percent 

95%  Cl* 

Ratio § 

Health  coverage:  Yes 

89.2 

82.3,96.1 

91.0 

82.5,99.6 

0.9 

General  health:  Good  - excellent 

56.3 

46.4,  66.2 

42.5 

27.7,  57.4 

1.2 

Poor  health:  Yes 

27.9 

19.1,  36.7 

16.9 

7.3,  26.6 

1.9 

Overweight:  Yes1 

59.1 

49.3,  69.0 

59.1 

44.0,  74.1 

1.0 

General  cost  concern:  Yes 

15.0 

7.9,  22.1 

20.9 

10.4,  31.3 

0.8 

Years  of  diabetes  diagnosis:  < 5 years 

44.2 

34.3,  54.2 

38.7 

24.8,  52.5 

1.0 

Unknown  3.7 

0.3,  7.2 

11.8 

3.0,  20.7 

Checkup:  Once  or  more 

94.4 

89.2,  99.5 

96.4 

92.1,99.9 

1.0 

Visit  for  diabetes:  Once  or  more 

74.4 

65.5,  83.3 

82.4 

72.4.  92.4 

0.8 

Taking  insulin  daily:  Yes 

45.3 

35.4,  55.3 

55.7 

42.4,  69.0 

0.8 

Checking  blood  glucose  daily:  Yes 

33.5 

24.4,  42.6 

20.2 

6.9,  33.6 

1.4 

Heard  of  HbAlc:  Yes 

28.6 

19.2,  38.0 

21.8 

10.2,  33.5 

1.3 

HbAlc  measure:  Once  or  more 

16.3 

8.3,24.3 

13.8 

3.5,24.1 

1.2 

Check  feet:  Once  or  more 

36.2 

26.8,45.6 

34.5 

21.0,  48.0 

1.0 

Eye  exam  in  2 years:  Once  or  more 

71.0 

62.3,  79.7 

68.5 

56.4,  80.7 

1.0 

Poor  visual  acuity:  < 36  letters 

17.3 

10.2,  24.4 

19.3 

9.0,  29.6 

0.9 

Unknown 

8.3 

2.7,  13.8 

7.9 

1.2,  14.5 

Physical  activity'  last  month:  Yes 

58.4 

48.8,  68.0 

38.7 

25.0,  52.4 

1.3 

* 

Five  a day:  Yes 

37.3 

27.9,  46.6 

31.6 

18.5,44.7 

1.1 

Unknown 

2.3 

0.0,  4.9 

4.8 

0.0,  10.8 

At  least  once  a week 

Hot  dog 

27.7 

19.3,  36.0 

11.3 

2.9,  19.6 

1.8 

* 

Bacon 

23.0 

15.2,30.8 

10.6 

3.2,  18.0 

2.3 

* 

Pork 

23.2 

15.2,  31.2 

10.1 

2.5,  17.6 

2.3 

* 

Hamburger 

33.7 

24.5,  42.9 

16.1 

6.1.26.1 

1.6 

* 

Beef 

30.1 

21.7,  38.5 

15.0 

6.0,  23.9 

1.8 

* 

Fried  chicken 

19.2 

11.3,27.2 

11.6 

3.8,  19.5 

1.4 

French  fries 

16.5 

9.1,24.0 

7.8 

1.3,  14.2 

2.1 

Cheese 

30.1 

21.4,38.8 

15.7 

7.2,  24.3 

1.7 

* 

Doughnut 

12.7 

7.1,  18.3 

5.8 

0.4,  11.2 

2.2 

Snacks 

27.3 

18.4,36.1 

3.4 

0.3,  6.5 

6.9 

* * * 

Butter 

29.5 

20.2,  38.7 

18.5 

9.4,  27.6 

1.5 

Eggs 

26.7 

18.6,  34.8 

10.8 

4.1,  17.6 

2.5 

** 

Milk 

17.8 

10.3,25.2 

6.7 

1.4,  12.1 

2.7 

* 

t,  results  were  weighted  by  SC  population. 

X,  confidence  interval. 

§,  prevalence  ratio  was  based  on  multiple  logistic  regression  while  adjusting  for  age  and  gender. 
||,  BMI  (kg/m2)  > 27.8  for  men  and  > 27.3  for  women. 

*,  P-value  < 0.05;  **,  P-value  < 0.01;  ***,  P-value  < 0.001. 
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population  was  retired. 

Health  conditions  and  preventive  care  prac- 
tices for  people  with  diabetes,  including  gen- 
eral health,  health  coverage,  checkup  and  test, 
nutrition  and  other  practices,  etc.,  are  listed  in 
Table  2.  Among  people  with  diabetes  in 
South  Carolina,  whites  (89.2  percent)  had 
slightly  lower  proportion  of  health  coverage 
compared  to  blacks  (91.0  percent).  Whites 
with  diabetes  were  more  likely  to  consider 
their  general  health  as  good,  very  good,  or 
excellent  compared  to  blacks  with  diabetes 
although  whites  had  higher  proportion  with 
poor  health.  Poor  health  is  defined  as  at  least 
one  day  when  poor  physical  or  mental  health 
kept  a person  from  doing  his/her  usual  activi- 
ties such  as  self-care,  work,  or  recreation  dur- 
ing the  past  30  days.  The  proportion  of  over- 
weight was  similar  for  the  two  racial  groups. 
Compared  to  whites,  blacks  with  diabetes 
were  more  likely  concerned  about  the  general 
cost  for  their  care,  which  was  defined  as 
needing  to  see  a doctor,  but  could  not  because 
of  the  cost  during  the  past  12  months.  The 
number  of  years  since  diabetes  diagnosis  and 
checkups  in  last  year  were  similar  for  whites 
and  blacks  although  whites  had  lower  propor- 
tion of  office  visits  for  their  diabetes.  Whites 
had  lower  proportion  of  taking  insulin  daily 
but  higher  proportion  of  checking  blood  glu- 
cose daily.  More  whites  had  heard  of  glycosy- 
lated hemoglobin  or  HbAjc  and  had  HbA^c 
measured  as  compared  to  blacks.  There  were 
no  differences  in  feet  being  checked  by  health 
professionals,  dilated  exams,  or  poor  visual 
acuity  between  whites  and  blacks.  Signifi- 
cantly more  whites  with  diabetes  participated 
in  physical  activity  or  exercise  in  recent 
months  than  blacks.  There  was  no  difference 
of  consuming  five  servings  of  juice,  fruit, 
green  salad,  potatoes,  carrots  and  other  veg- 
etables each  day  between  whites  and  blacks. 

Consumption  of  items  with  fat  was  different 
in  whites  as  compared  in  blacks.  Whites  tend- 
ed to  consume  more  fat  than  blacks.  Whites 
consumed  hot  dog,  bacon,  pork,  hamburger, 
beef,  cheese,  or  milk  1.6  to  2.7  times  more 
than  blacks  consumed,  in  which  the  differ- 


ences are  statistically  significant.  Whites  con- 
sumed 2.5  times  as  many  eggs  as  blacks  and 
there  is  significant  difference.  Whites  had  sig- 
nificantly higher  consumption  of  snacks  com- 
pared to  blacks  (6.9  times  as  often).  In  addi- 
tion, whites  consumed  more  fried  chicken, 
french  fries,  and  doughnuts  as  compared  to 
blacks.  However,  the  differences  are  not  sta- 
tistically significant. 

DISCUSSION 

Fatty  diet  consumptions  appear  to  be  different 
between  whites  and  blacks.  Health  conditions 
and  health  practices  between  the  two  racial 
populations  with  diabetes  are  similar  and 
need  to  improve.  Diabetes  control  and  man- 
agement include  appropriate  diet,  regular 
physical  activity,  stress  management,  moni- 
toring blood  sugar,  oral  medications  and 
insulin,  attention  to  clinical  factors  and  regu- 
lar checkup  and  assessment.7  This  study 
showed  that  there  were  no  significant  differ- 
ences in  a variety  of  preventive  care  indica- 
tors between  whites  and  blacks  with  diabetes. 
However,  consumption  of  a high  fat  diet  was 
significantly  different  between  the  two  racial 
groups.  Reasons  for  this  disparity  are  unclear. 
Cultural  differences,  costs,  social  desires,  and 
ideals  in  nutrition  must  be  considered  in  dia- 
betes professional  education  and  diabetes 
patient  education. 

Current  guidelines  for  care,  as  recommend- 
ed by  the  American  Diabetes  Association7 
include  yearly  examination  of  the  eyes,  foot 
examination  at  each  visit,  and  glycated 
hemoglobin  (GHb)  testing  approximately 
every  three  months.  Eye  examinations  in  the 
past  two  years  rated  highest  in  this  survey 
(7 1 .0  percent  among  whites  with  diabetes  and 
68.5  percent  among  blacks  with  diabetes),  but 
feet  were  reportedly  checked  only  in  36.2 
percent  of  whites  and  34.5  percent  of  blacks 
and  HbAjc  was  reportedly  measured  in  only 
16.3  percent  of  whites  and  13.8  percent  of 
blacks  among  people  with  diabetes.  These 
findings  need  to  be  addressed  and  improved, 
and  future  surveys  should  include  questions 
about  other  indices,  including  yearly  microal- 
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bumin  examinations,  and  yearly  lipid  profiles. 

An  estimated  311,092  South  Carolinians 
have  diabetes.  It  contributed  to  about  3,500 
deaths  each  year  in  South  Carolina.  The  eco- 
nomic costs  for  people  with  diabetes  in  South 
Carolina  reached  over  $1.0  billion  annually.8-9 
The  preventive  care  among  people,  both 
whites  and  blacks,  with  diabetes  and  by 
health  professionals  is  not  optimal  in  this 
study  and  in  a previous  study.10  Addressing 
the  issues  of  overweight,  lack  of  physical 
activity  and  eating  habits  (particularly  in 
blacks)  is  an  important  behavioral  approach 
to  aid  in  the  control  of  diabetes. 

RECOMMENDATION 

Health  lifestyles,  such  as  eating  healthy  foods 
and  getting  regular  exercise,  are  particularly 
important  for  people  with  diabetes.  Physi- 
cians, certified  diabetes  educators,  nutrition- 
ists, dieticians,  and  other  health  care  profes- 
sionals need  to  keep  in  mind  there  are  differ- 
ent dietary  habits  among  whites  and  blacks. 
Cultural  background  may  be  one  of  the 
important  reasons  for  the  differences.  It  is 
important  to  fully  utilize  existing  insurance 
coverage  to  improve  preventive  care  among 
people  with  diabetes.  Increased  efforts  are 
needed  to  assure  examinations  and  testing 
according  to  national  guidelines,  so  that 
health  professionals  can  take  preventive  ther- 
apeutic actions  as  indicated.  The  cooperative 
relationships  between  the  Diabetes  Initiative 
of  South  Carolina,  the  South  Carolina  Affili- 
ate of  the  American  Diabetes  Association  and 
DHEC  Diabetes  Control  Program  will  contin- 
ue to  support  provider  and  public  education. 
Programs  in  community  outreach,  education, 
and  surveillance  are  already  underway  in 
combating  this  serious  disease.  □ 
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This  report  is  the  most  recent  in  a series  of 
investigations1'4  that  documents  the  preva- 
lence and  trends  of  hospitalized  pesticide  poi- 
sonings in  South  Carolina  by  individual  chart 
review.  There  were  112  hospitalizations  for 
pesticide  poisoning  from  1992-1996  averag- 
ing 22  cases  per  year.  Accidental  poisonings 
in  adults  and  children  accounted  for  51  per- 
cent of  the  total,  intentional  ingestions  repre- 
sented 40  percent,  and  occupationally  related 
cases  accounted  for  eight  percent.  A decline 
in  the  average  number  of  cases  hospitalized 
each  year  continued  over  a 25-year  surveil- 
lance period.  The  shift  from  occupationally 
related  cases  to  those  involving  accidental 
ingestion  among  children  and  suicide 
attempts  among  adults  was  confirmed.  Outpa- 
tient emergency  room  visits  numbered  256 
(51  cases/year);  two-thirds  being  children  (< 
age  4).  The  current  ratio  of  outpatient  to  inpa- 
tient hospital  care  for  pesticide  poisonings  is 
calculated  at  3.3  to  1.0  which  also  reflects  a 
decline  over  a 25-year  surveillance  period. 

METHODS 

The  methodology  of  this  survey  was  consis- 
tent with  prior  investigations.  All  primary 
care  hospitals  (n=69)  in  South  Carolina  were 
contacted  by  letter.  Each  was  asked  to  search 
inpatient  medical  records  for  the  following 


*From  the  Agromedicine  Program,  Department  of 
Family  Medicine,  Medical  University  of  South 
Carolina,  Charleston,  SC. 

**Address  correspondence  to  Mr.  Caldwell  at  the 
Department  of  Family  Medicine,  Medical  University  of 
South  Carolina,  171  Ashley  Avenue,  Charleston,  SC 
29425-2217. 


International  Classification  of  Diseases  9th 
Revision  Clinical  Modification  codes:  989.2 
(chlorinated  pesticides),  989.3  (organophos- 
phate  [OP]  and  carbamate  pesticides),  and 
989.4  (other  pesticides)  for  1992  through 
1996.  Sixty-two  hospitals  (90  percent)  partic- 
ipated in  the  study.  Epidemiologic  data  were 
abstracted  from  patient  records  by  a member 
of  the  Agromedicine  Program  staff  or  by  a 
record  librarian  in  two  of  the  cooperating 
hospitals. 

Seven  hospitals  did  not  participate  in  the 
study.  Reasons  for  non-cooperation  included: 
one  refusal  due  to  workload,  one  records 
were  not  available,  three  required  special 
approval,  and  two  agreed  to  cooperate,  but 
could  not  find  time  to  perform  the  search. 
These  seven  hospitals  account  for  no  more 
than  nine  possible  cases  estimated  from  the 
total  of  126  cases  recorded  in  the  South  Car- 
olina Hospital  Discharge  Data  Base  (State 
Budget  and  Control  Board,  Office  of 
Research  and  Statistics)  for  1992  through 
1996.  Five  cases  identified  by  the  participat- 
ing hospitals  were  miscoded  and,  when  com- 
bined with  112  correctly  coded  cases,  account 
for  a total  of  117  (92.1  percent)  of  the  126 
cases. 

RESULTS 

There  were  112  admissions  for  pesticide  poi- 
soning in  South  Carolina  during  1992-1996 
as  listed  by  exposure  category  in  Table  1. 
Hospitalizations  per  year  ranged  from  16  in 
1992  to  31  in  1996  and  averaged  22  per  year 
over  the  five-year  period. 

Non-occupational  exposures  (n=57)  led  all 
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TABLE  1 

112  Hospitalized  Pesticide  Poisonings  in  South  Carolina  by  Exposure  Category,  1992-1996 

Exposure  Category 

Hospitalizations  (n) 

Total 

n (%) 

1992 

1993 

1994 

1995 

1996 

Occupational: 

Agricultural 

1 

2 

4 

0 

1 

8(7) 

Other 

0 

1 

0 

0 

0 

KD 

Non-Occupational: 

Adult 

6 

2 

8 

4 

6 

26(23) 

Child 

4 

7 

8 

2 

10 

31(28) 

Intentional 

5 

8 

7 

11 

14 

45(40) 

Undetermined 

0 

1 

0 

0 

0 

KD 

Total 

16 

21 

27 

17 

31 

112(100) 

exposure  categories  and  accounted  for  5 1 per- 
cent of  the  total  cases.  This  exposure  category 
was  almost  evenly  divided  between  adults 
(n=26)  and  children  (n=31). 

Twenty-nine  children  (<  age  6 years)  either 
ingested  or  were  suspected  of  ingesting  pesti- 
cides (six  were  admitted  for  ‘observation 
only’).  Twenty-three  children  had  symptoms 
consistent  with  their  exposures  and/or 
received  medical  treatment.  Sixteen  of  the  23 
children  were  treated  for  rodenticides  (war- 
farin, brodifacoum,  and  diphacinone).  Four 
ingestions  were  related  to  agriculture:  one 
child  drank  methyl  parathion  (an  OP  agricul- 
tural insecticide)  that  was  improperly  stored 
in  a Gatorade®  bottle;  one  child  was  found 
with  a ‘tobacco  poison  on  his  mouth;’  one 
child  drank  an  unidentified  OP  insecticide 
from  a tobacco  spray  rig;  and  one  child 
ingested  aldicarb  (a  carbamate,  agricultural 
use  insecticide).  Four  children  were  hospital- 
ized after  ingesting  pesticides  that  were  not 
stored  in  their  original  containers:  the  afore- 
mentioned Gatorade®  case;  diquat  (a 
dipyridyl  herbicide)  that  was  stored  in  a 
Pepsi®  bottle;  a ‘premixed  roach  spray’ 
stored  in  a refrigerated  milk  bottle;  and  diazi- 
non  (an  OP  insecticide)  that  was  mixed  with  a 
pitcher  of  Kool  Aid®  for  a planned  suicide 
attempt  by  a child’s  father.  Three  children  left 


unattended  ingested  Kwell®  (lindane)  and 
three  children  were  accidentally  given  pesti- 
cides (one  Kwell®  and  two  OP  flea  and  tick 
concentrates)  that  their  parents  mistook  for 
cough  syrup. 

Two  children  were  hospitalized  for  non- 
ingestion exposures.  A 14-year-old  boy  was 
hospitalized  for  OP  poisoning  after  he  walked 
through  a tobacco  field  recently  treated  with 
an  unidentified  OP  insecticide.  A one-year- 
old  boy  was  hospitalized  following  respirato- 
ry exposure  to  an  unidentified  OP  that  was 
sprayed  in  his  home. 

Twelve  (46  percent)  of  the  26  non-occupa- 
tional  poisonings  in  adults  were  exposures  to 
pesticides  during  mixing  or  application  to 
homes,  yards,  or  gardens.  Seven  cases 
involved  alcohol  abuse  and  were  the  result  of 
ingesting  pesticides  while  inebriated  (attend- 
ing physicians  judged  these  not  to  be  suici- 
dal). Three  adults  were  hospitalized  following 
respiratory  exposures  to  pesticide  applica- 
tions to  their  offices  or  work  areas.  Other 
accidental  exposures  included  two  adults  who 
accidentally  ingested  flea  and  tick  dip  that 
they  mistook  for  cough  syrup;  one  adult  who 
ate  home  grown  cabbage  (unwashed)  that  was 
contaminated  with  observable  ‘spots’  of  car- 
baryl  (a  carbamate  insecticide)  powder;  and 
one  adult  who  was  hospitalized  after  she  car- 
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ried  an  activated  insecticide  fogger  through 
her  home. 

Intentional  poisonings  (n=45)  accounted  for 
40  percent  of  the  total  cases.  Forty-three  of 
the  intentional  cases  were  suicide  attempts. 
There  was  one  suicide  during  the  period, 
which  occurred  in  1994,  and  was  caused  by 
the  ingestion  of  paraquat  (a  dipyridyl  herbi- 
cide). This  was  the  only  death  among  the  112 
patients  hospitalized  during  the  study  period. 
One  non-suicidal  ingestion  occurred  in  1994 
and  was  the  result  of  a 43-year-old  woman 
who  daily  sprinkled  a rodenticide  (warfarin) 
on  her  food  for  ‘spiritual  reasons.’ 

Only  eight  percent  of  the  hospitalizations 
for  pesticide  poisoning  in  South  Carolina  dur- 
ing 1992-1996  were  related  to  occupation. 
Eight  cases  occurred  in  the  agricultural  cate- 
gory. Seven  farmers  were  hospitalized  after 
applying  pesticides:  two  after  spraying 
methomyl  (a  carbamate  insecticide)  on  tobac- 
co; one  each  after  spraying  terbufos  and 
chlorpyrifos  (both  OP  insecticides);  and  one 
farmer  misapplied  an  OP  insecticide  to  cattle 
resulting  in  his  own  hospitalization  and  the 
deaths  of  several  calves.  One  farmer  tried  to 
clear  a clogged  spray  nozzle  contaminated 
with  methomyl  by  placing  it  in  his  mouth  and 
blowing  on  it  and  a second  farmer  used  the 
same  procedure  with  carbofuran  (a  carbamate 
insecticide).  The  eighth  case  involved  a farm 


worker  who  was  dermally  exposed  to  leaking 
containers  of  OP  insecticides  while  moving 
them.  One  case  of  occupational  exposure  that 
was  non-agricultural  occurred  in  a worker 
who  was  spraying  a pond  with  an  unidenti- 
fied herbicide  to  control  aquatic  weeds. 

DISCUSSION 

Trend  data  which  span  25  years  of  hospital- 
ized pesticide  poisonings  in  South  Carolina  is 
presented  in  Table  2.  There  has  been  a steady 
decline  in  the  average  number  of  hospitaliza- 
tions per  year  since  the  peak  of  79  cases  in 
the  late  1970s  and  early  1980s  to  an  average 
of  22  cases  per  year  observed  in  the  early  and 
mid-1990s.  The  earlier  time  period  reflected 
the  shift  from  use  of  chlorinated  insecticides 
(generally  less  toxic,  but  more  environmen- 
tally persistent)  to  OP  and  carbamate  insecti- 
cides (usually  more  toxic,  but  less  environ- 
mentally persistent).5 

Of  note  is  the  steady  decline  in  occupation- 
ally  related  cases  from  37  percent  to  eight 
percent  of  total  cases.  This  trend  reflects  the 
success  of:  1)  applicator  training  programs 
provided  by  the  Cooperative  Extension  Ser- 
vice and  the  Regulatory  and  Public  Service 
Programs  of  Clemson  University,  2)  licensing 
and  certification  of  applicators  who  use 
restricted  pesticides,  and  3)  the  increasing  use 
of  the  less  toxic  pyrethrin/pyrethroid  insecti- 


TABLE  2 

25  Year  Surveillance  of  Hospitalized  Pesticide  Poisonings  in  South  Carolina,  1971-1996* 

Parameters 

Study 

l1 

Study 

22 

Study 

33 

Study 

44 

Study 

5 

Time  Period 

‘7 1 -’73 

‘79-’82 

‘83-’87 

‘88-’91 

‘92-’96 

Years  (n) 

3 

4 

5 

4 

5 

Hospitals  (total/participated) 

76/73 

74/73 

76/75 

75/74 

69/62 

Cases  (n) 

117 

314 

312 

187 

112 

Average  cases/year  (n) 

39 

79 

62 

47 

22 

Deaths  (n) 

0 

7 

2 

0 

1 

% Occupational 

37 

25 

20 

12 

8 

% Non-occupational: 

42 

53 

50 

59 

51 

% Child 

31 

37 

30 

34 

28 

% Adult 

11 

16 

20 

25 

23 

% Intentional 

18 

16 

27 

29 

40 

*1974-1978  not  studied. 
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TABLE  3 

256  Emergency  Room  Visits  (Non-Hospitalized)  for 
Pesticide  Poisonings  in  South  Carolina  by  Exposure  Category.  1992-1996 

Exposure  Category 

Emergency  Room  Visits  (n) 

Total 

n (%) 

1992 

1993 

1994 

1995 

1996 

Occupational: 

Agricultural 

0 

1 

1 

2 

1 

5(2) 

Other 

2 

0 

0 

1 

1 

4(2) 

Non-Occupational: 

Adult 

4 

6 

15 

15 

12 

52(20) 

Child 

11 

28 

44 

41 

43 

167(65) 

Intentional 

1 

6 

4 

3 

8 

22(7) 

Undetermined 

2 

1 

0 

0 

6 

9(4) 

Total 

21 

42 

64 

62 

67 

256(100) 

cides  in  the  1980s  and  1990s. 

The  trend  data  presented  in  Table  2 identi- 
fies educational  opportunities  for  pesticide 
educators  and  health  professionals  in  South 
Carolina.  Home  safety  for  pesticide  applica- 
tion and  storage  needs  to  be  emphasized  in 
future  education  programs  (i.e..  transferring 
pesticides  into  other  containers  continues  to 
occur  in  spite  of  federal  and  state  laws  pro- 
hibiting this  practice).  With  intentional  pesti- 
cide poisonings  accounting  for  40  percent  of 
all  recently  hospitalized  cases,  health  profes- 
sionals should  advise  responsible  family 
members  to  avoid  pesticide  access  among 
depressed  or  suicidal  patients. 

An  important  outcome  of  the  current  study 
was  that  34  of  the  61  participating  hospitals 
had  computerized  outpatient  (emergency 
room)  records  (n=256)  for  the  period  of  study 
and  gave  the  investigators  access  to  this  data. 
Summary  data  for  emergency  room  visits  is 
presented  in  Table  3.  Patients  later  admitted 
to  hospitals  are  excluded  from  this  data  base. 
Not  unexpected  is  the  observation  that  65 
percent  percent  of  the  cases  were  children  (< 
age  4)  who  ingested  or  who  were  believed  to 
have  ingested  pesticides.  Pediatric  poisonings 
have  predominated  in  national  pesticide  poi- 
soning statistics  for  years.6  Accidental  pesti- 
cide exposures  in  both  children  and  adults 


accounted  for  85  percent  of  the  total.  Occupa- 
tional poisonings  and  intentional  poisonings 
accounted  for  four  percent  and  seven  percent 
of  the  outpatient  cases  respectively.  Of  note  is 
that  only  134  (52  percent)  of  the  emergency 
room  patients  received  specified  medical 
treatment.  Forty  eight  percent  of  the  patients 
were  asymptomatic  or  had  questionable  expo- 
sure and  were  observed  for  a period  of  time 
before  being  discharged  home. 

Thirty  hospitals  had  both  inpatient  (n=73) 
and  outpatient  (n=239)  records  for  each  of  the 
five  years  of  study  (1992-1996).  This  repre- 
sents a ratio  of  outpatient  to  inpatient  cases  of 
3.3  and  confirms  a declining  trend  over  the 
25-year  surveillance  period.  A 15  to  1 ratio  of 
outpatient  to  inpatient  cases  was  reported  in 
19751  and  a 1979  study'  reported  the  ratio  had 
declined  to  10  to  one.  One  must  keep  in  mind 
that  the  emergency  room  data  base  does  not 
include  the  unknown  number  of  cases  that 
may  have  been  diagnosed  and  treated  in 
physicians'  offices. 

CONCLUSIONS 

South  Carolina  has  been  fortunate  to  have 
monitored  acute  pesticide  poisoning  hospital- 
izations statewide  since  1971.  This  25-year 
surveillance  program  has  documented  impor- 
tant morbidity  trends  by  age  and  use  of  pesti- 
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cides  using  a standardized  patient-chart 
review  methodology.5  Hospitalized  and  out- 
patient cases  of  pesticide  poisonings  in  South 
Carolina  have  declined  by  70  percent  since 
the  late  1970s.  The  success  of  applicator 
training  and  certification  and  the  use  of  less 
toxic  pesticides  are  primarily  responsible  for 
the  decline.  Targeting  educational  programs 
for  homeowners  may  further  reduce  morbidi- 
ty from  pesticide  exposure.  Health  profes- 
sionals must  not  relax  their  vigilance  in  pro- 
tecting depressed  patients  and  children  from 
access  to  pesticides.  D 
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WHEN  ARE  PHYSICIANS  GOD?* 


JOHN  W.  SIMMONS,  M.  D.** 


Have  you  ever  been  accused  of  being  God? 
Or,  have  you  ever  heard  someone  accuse  a 
colleague  of  being  God?  And,  when  you  have 
heard  that,  have  you  been  insulted,  aggravat- 
ed, or  frustrated?  I think  most  of  us  have 
heard  those  kinds  of  statements,  and  they 
almost  always  are  made  in  a derisive  kind  of 
way.  Let’s  look  at  this  notion  of  when  physi- 
cians are  God.  I think  you  will  find  some  sur- 
prises here. 

There  are  at  least  four  occasions,  I believe, 
when  physicians  are  associated  with  being 
God.  The  first  is  by  self-proclamation.  All  of 
you  have  known  physicians  who  thought  that 
they  were  better  than  anyone  else.  Fortunate- 
ly, it’s  only  a few  of  our  number  who  think 
that.  But,  occasionally,  they  self-proclaim  that 
they  may  be  God-like.  I remember  in  the  late 
1960s  during  a presidential  campaign  when 
one  of  the  candidates  came  through  town.  A 
practicing  physician  went  to  both  emergency 
rooms,  the  administrators  of  both  hospitals, 
and  the  local  ambulance  companies  to  pro- 
claim that  should  anything  happen  to  the  can- 
didate, he  should  be  the  one  to  be  called.  I 
think  all  of  us  would  react  negatively  to  that 
kind  of  activity. 

A second  occasion  when  physicians  are 
identified  as  being  God  is  when  they  are  pro- 
claimed so  by  a colleague.  This  is  probably 
not  quite  so  negative  as  the  first  example,  as 
many  physicians  earn  the  true  respect  of  their 
colleagues  and  are  treated  with  respect. 
Sometimes,  however,  that  is  derisively  over- 
stated with  the  implication  being  that  these 
physicians  are  God-like. 

The  third  occasion  when  physicians  are 
identified  as  being  God  is  when  patients  have 


*Presented  at  the  non-denominational  devotion  at  the 
Annual  Meeting  of  the  South  Carolina  Medical 
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**P.O.  Box  8627,  Spartanburg,  SC  29305. 


proclaimed  it  so.  Now,  I think,  this  happens  in 
two  ways  with  patients.  One,  is  when  patients 
are  frightened,  frustrated,  confused,  or  have 
clearly  misunderstood  some  intended  com- 
munication. That  is  when  we  get  the  most 
derisive  comments,  i.e.,  “Well,  Dr.  Simmons 
just  thinks  he’s  God.”  That  is  unfortunate  and, 
perhaps,  could  be  dealt  with  by  nothing  more 
than  better  communication  skills. 

There  is  another  occasion  when  patients 
proclaim  physicians  to  be  God.  Sometimes, 
this  is  overt  and  sometimes,  it  is  more  subtle. 
I want  to  compare  this  situation  to  the  situa- 
tion that  has  arisen  in  the  Western  church 
since  the  days  of  Augustine  in  the  Fourth  cen- 
tury. Augustine  declared  that  all  of  creation 
was  fallen  and,  therefore,  had  to  be  redeemed. 
It  was  out  of  that  notion  that  the  “original  sin” 
concept  came  to  us.  Let  me  suggest  to  you 
that  we  may,  in  fact,  be  dealing  with  a similar 
fall/redemption  dualism  in  healthcare.  We 
know  that  most  people,  at  some  time,  will 
become  ill.  And,  if  we  equate  illness  with 
something  wrong  and  by  stretching  our  imag- 
ination a little  bit  equate  illness  with  sin,  then 
it  is  not  difficult  to  equate  the  healing  or  cur- 
ing process  with  redemption.  And,  therefore, 
people  have  an  illness,  a fall,  and  they  come 
to  the  healthcare  system  for  redemption.  That 
is  the  same  as  the  Augustine  idea  of  sin  and  a 
relationship  with  God  as  a redeemer.  There 
are  some  references  you  might  be  interested 
in  looking  at.  A very  important  book  was 
written  some  years  ago,  1982  to  be  exact, 
when  Paul  Starr  wrote  “The  Social  Transfor- 
mation of  American  Medicine.”  Early  in  the 
book,  he  characterizes  the  healthcare  system 
with  comments  like  these: 

“Physicians  exercise  authority  over 
patients,  their  fellow  workers  in  health- 
care, and  even  the  public  at  large  in  mat- 
ters within  and  sometimes  outside  their 
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jurisdiction.” 

Another  statement: 

“Moreover,  the  profession  has  been  able 
to  turn  its  authority  into  social  privilege, 
economic  power,  and  political  influence.” 

Another  statement: 

“The  development  of  medical  care,  like 
other  institutions,  takes  place  within  the 
larger  fields  of  power  and  social  struc- 
ture.” 

Another  statement: 

“Undoubtedly  the  most  influential  expla- 
nation for  the  structure  of  American 
medicine  gives  primary  emphasis  to  sci- 
ence and  technological  change.” 

And  still  another  statement  reads: 

“It  has  increasingly  involved  specializa- 
tion of  labor,  greater  emotional  distance 
between  the  sick  and  those  responsible 
for  their  care.” 

If  we  look  at  these,  we  find  words  like 
authority,  jurisdiction,  power,  privilege,  influ- 
ence, technological  change,  specialization, 
and  separation  of  patient  and  provider.  These 
all  contribute  to  both  reasons  that  patients  will 
proclaim  us  occasionally  to  be  God.  The  rea- 
son of  confusion,  fear,  and  misunderstanding 
and  the  reason  of  a fall/redemption  dualism. 

I want  to  suggest  a fourth  way  in  which 
physicians  might  be  God.  That  is,  that  there  is 
an  element  of  divine  in  every  person.  In  the 
13th  Century,  Meister  Eckhart,  a Dominican 
friar  and  preacher,  preached  that  humans  are 
blessed  with  divine  powers  and  beauty,  but 
also  with  responsibilities  of  justice  making 
and  compassion  that  characterize  all  royal 
personhood.  How  do  we  get  to  such  deep 
self-esteem  and  to  deep  acceptance  of  our 
responsibility?  Eckhart  says,  “it  is  no  good  to 
be  a king  and  not  know  you  are  a king.”  He 
then  says,  “we  need  to  move  from  the  super- 
ficial or  outer  self  to  the  true  self  or  inner 
self.”  This  analysis  comes  from  Passion  For 
Creation  by  Matthew  Fox.  The  book  is  an 
analysis  of  some  of  Eckhart’s  work  related  to 
creation  spirituality. 

It  is  the  inner  self  I would  like  to  talk  about 
for  a moment.  That  is  where  the  divine  lives 


in  us,  if  we  let  it.  How  is  it  there  and  what 
does  it  cause  us  to  do? 

At  this  point,  let  me  share  a couple  of  scrip- 
tural references  for  our  consideration.  The 
first  reference  is  from  the  Second  Letter  of 
Peter , the  1 st  Chapter,  the  3rd  through  the  8th 
Verses.  That  reads  as  follows:  “His  divine 
power  has  given  us  everything  needed  for  life 
and  godliness  through  the  knowledge  of  Him 
who  called  us  by  His  own  glory  and  good- 
ness. Thus,  He  has  given  us  through  these 
things  His  precious  and  very  great  promises 
so  that  through  Him,  you  may  escape  from 
the  corruption  that  is  in  the  world  because  of 
lust  and  may  become  participants  of  the 
divine  nature.  For  this  very  reason,  you  must 
make  every  effort  to  support  your  faith  with 
goodness,  and  goodness  with  knowledge,  and 
knowledge  with  self-control,  and  self-control 
with  endurance,  and  endurance  with  Godli- 
ness, and  Godliness  with  mutual  affection 
with  love.” 

The  second  scripture  that  I would  like  to 
read  to  you  is  just  one  short  verse  from  the 
First  Letter  of  John,  3rd  Chapter,  9th  Verse. 
“Those  who  have  been  born  of  God  do  not 
sin  because  God’s  seed  abides  in  them.  They 
cannot  sin  because  they  have  been  born  of 
God.” 

Let  me  highlight  for  your  consideration,  as 
we  move  along  here,  that  the  Letter  from 
Peter  references  “becoming  participants  of 
the  divine  nature.”  And,  the  Letter  of  John 
makes  the  reference  “because  God’s  seed 
abides  in  them,  they  cannot  sin.”  Meister  Eck- 
hart interprets  this  as  follows:  He  says,  “the 
inner  person  is  the  soil  in  which  God  has 
sown  the  divine  likeness  and  image  and  in 
which  God  sows  the  good  seed,  the  roots  of 
all  wisdom,  all  skills,  all  virtues,  all  goodness, 
the  seed  of  the  divine  nature,  the  seed  of  God 
is  in  us.  If  the  seed  had  a good,  wise,  and 
industrious  cultivator,  it  would  thrive  all  the 
more  and  grow  up  to  God  whose  seed  it  is.” 
Now,  understand  that  he  is  saying  here  that  the 
inner  self  is  the  soil  in  which  God  sows  His 
seed  and  the  seed  of  God  grows  up  to  be  God. 

The  question,  then,  is  whether  we  ever  deal 
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with  our  inner  selves,  let  alone,  give  our 
patients  a peek  at  our  inner  selves.  It  is  easy 
not  to.  We  have  developed  more  and  more 
technology  that  often  puts  us  further  and  fur- 
ther from  a meeting  between  our  inner  selves 
and  the  inner  person  of  the  patient. 

Payers  are  a major  issue  interfering  with 
our  relationship  with  patients.  Especially 
affected  is  the  time  and  frequency  of  patient 
encounters. 

Finally,  patients  still  have  the  expectation  that 
we  can  and  should  cure  (redeem)  any  and  every 
illness.  A fall/redemption  dualism  will  always 
interfere  with  sharing  at  the  inner  life  level. 

Following  is  a poem  which  identifies, 
shows,  or  gives  us  the  experience  of  persons 
who  allow  their  inner  lives  to  be  fertile 
ground  for  the  seed  of  God  to  be  planted. 
This  poem  was  written  by  Eroll  Strider  and  is 
in  a book  called  Journeys  To  The  Other  Side 
Of  Shame.  Strider  is  an  actor,  playwright, 
poet,  dancer,  and  a mime  in  creating  new  the- 
atrical models  which  blends  entertainment, 
healing,  and  spiritual  awareness.  He,  and  his 
wife  together,  perform  a process  called  cre- 
ative recovery  training.  The  poem  is  titled, 
Jesus  Modeled  For  Our  Class  Today.  And,  as 
you  read  this,  I want  you  to  understand  or  try 
to  determine,  if  you  can,  that  the  initial  rela- 
tionship between  the  class  and  the  model  was 
very  superficial  and  an  outer  self  relationship. 
And,  then  see  if  you  can  experience  when  the 
transformation  begins  to  a relationship  at  the 
level  of  the  inner  self,  until  ultimately  there  is 
a total  transformation  that  I think  will  be 
obvious  to  you: 

JESUS  MODELED 
FOR  OUR  CLASS  TODAY 

Jesus  modeled  for  our  class  today, 

naked  in  his  open-palmed  innocence. 

We  had  never  seen  such  a model  before. 

He  even  brought  with  him  his  own  light. 

We  all  hoped  to  capture  the  exquisite  symmetry 

of  his  person — 

with  our  colors,  shading,  and  lines  — 


each  thought  to  copy  him  perfectly 

(or  at  least  to  the  letter) 

coming  at  him  from  so  many  different 

angles, 

places, 

distances, 

filters, 

and  times. 

His  form  contorted  and  twisted  for  us 
in  beautifully  agonized  ways, 
and  we  were  amazed  to  see  him  take  on  so 
many  postures 

having  only  the  image  of  his  outstretched 
arms 

and  funneled  feet 
for  a reference. 

He  would  often  smile 

observing  our  childish  efforts  to  grasp 

and  bind  him 

to  a single  vision  on  our  canvases 
leaving  us  frustrated 

in  our  attempts  to  concretize  his  figure — 
to  make  it  fit  our  available  shapes. 

His  attitude  towards  us  never  changed 
though  he’d  hold  a given  pose  interminably  — 
as  much  chance  as  we  needed  to  perceive 
him, 

he  never  tired  of  standing  before  us  so  that 

we  might  see 

his  many-faceted  being: 

the  richness, 

the  depth, 

the  light, 

the  shadows. 

He  revealed  both  softness  and  strength, 
the  earthiness  of  his  feet  planted  firmly  on 
the  ground 

and  the  expansiveness  of  his  brow  reaching 

to  forever... 

his  virile  arms, 

gliding  legs, 

majestic  torso, 

and  the  hands... 

we  were  so  distracted  by  the  holes  in  his 
hands 
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and  the  red  profusion 

and  the  many  little  faces  that  appeared 

in  his  palms 

(shuddering). 

But  his  eyes  would  call  us  away  from  the 
holes 

inviting  each  artist  to  focus  on  the  transcen- 
dent luster 
in  them 

beyond  the  color  of  red 

and  the  limited  portrait  of  death. 

He  was  undoubtedly  the  best  image  we  had 
ever  seen 

as  there  was  no  shame  in  him, 
so  boldly  presenting  his  being 
exposed... before  us, 
he  challenged  us  to  bare  our  own. 

We  dreaded  for  class  to  end, 
for  here  was  a model 

who  combined  the  humble  textures  of 
humanness 

with  the  statuesqueness  of  a God. 

As  I looked  around  the  room  at  each  easel, 
the  pictures  were  as  varied  as  infinity, 
but  in  each 
there  was  a light 
gilded  to  his  chest. 

As  we  ended,  we  beseeched  our  model, 
“What  do  we  call  the  painting? 

What  is  its  title?” 

“Self  portrait,”  he  replied 
with  a divine  twinkle  in  his  eyes. 

Well,  suffice  it  to  say,  the  members  of  the 
Art  Class  suddenly  recognized  the  Christ  that 
was  in  them.  I think  if  we  are  sensitive  to 
what  healthcare  is  all  about,  then  we  will 
make  sure  that  our  inner  selves  are  the  fertile 
soil  that  Ekhart  described  and  we  will  be  the 
good  cultivators  so  that  the  seed  of  God  will, 
indeed,  flourish  into  God. 

Having  done  that,  I think  there  are  a couple 
of  things  we  would  add  to  the  health  care 
delivery  system  as  we  know  it.  The  most 


important  of  these  is  interdependence. 
Matthew  Fox  was  a Catholic  priest  who  was 
dismissed  from  the  Dominican  Order  in  the 
Catholic  church.  He  is  now  an  Episcopal 
priest  and  directs  the  University  of  Creation 
Spirituality  in  Oakland,  California.  Fox  says 
that  “compassion  is  interdependence.”  And, 
by  that,  we  can  interpret  that  if  we  become 
interdependent  with  our  patients,  then  all  the 
compassion  needed  to  go  with  the  technical 
and  academic  skills  will  be  present  to  result 
in  an  outcome  that  is  both  pleasing  to  the 
patient  and  satisfactory  from  our  standpoint. 

It  is  not  hard,  therefore,  to  deal  with  this 
notion  of  when  physicians  are  God.  God 
wants  us  to  do  God’s  work  and  God  has 
planted  in  us  the  seed  for  himself  or  herself  to 
be  a part  of  the  work  that  we  do.  There  is 
scripture  to  suggest  to  us  how  we  are  mea- 
sured if  we  indeed  provide  soil  for  the  seed  of 
God  to  grow  up  to  God.  Matthew  7:15-20  is 
the  example  I want  to  give  for  your  consider- 
ation. It  reads  as  follows: 

“Beware  of  false  prophets,  which  come 
to  you  in  sheep’s  clothing,  but  inwardly 
they  are  ravenous  wolves.  You  will  know 
them  by  their  fruits.  Are  grapes  gathered 
from  thorns,  or  figs  of  thistles?  In  the 
same  way  every  good  tree  bears  good 
fruit;  but  the  bad  bears  bad  fruit.  A good 
tree  cannot  bear  bad  fruit,  neither  can  a 
bad  tree  bear  good  fruit.  Every  tree  that 
does  not  bear  good  fruit  is  cut  down,  and 
thrown  into  the  fire.  Thus  you  will  know 
them  by  their  fruits.” 

Again,  if  we  allow  the  seed  of  God  to  grow 
up  to  be  God  in  our  inner  selves,  then  we  will 
be  known  by  our  fruits.  It  is  incumbent  upon 
us  to  identify  that  inner  self  and  to  accept  that 
challenge  and  that  responsibility  to  really  be 
God  and  do  God’s  work. 

This  does  not  have  to  be  complicated.  Let 
me  suggest  to  you  the  recognition  of  the  pres- 
ence of  God  in  a person  from  the  current 
book,  The  Notebook  by  Nicholas  Sparks. 
There  is  a quote  where  Noah  is  talking  to 
Allie  and  she  has  asked,  “who  am  I?”  or 
“help  me  remember  who  I am.”  He  says, 
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WHEN  ARE 
PHYSICIANS  GOD? 


“you  are  Hannah,  a lover  of  life,  a strength  to 
those  who  shared  in  your  friendships.  You  are 
a dream,  a creator  of  happiness,  an  artist  who 
has  touched  a thousand  souls.  You  have  led  a 
full  life  and  wanted  for  nothing  because  your 
needs  are  spiritual  and  you  have  only  to  look 
inside  you.  You  are  kind  and  loyal.  You  are 
able  to  see  beauty  where  others  do  not.  You 


are  a teacher  of  wonderful  lessons,  a dreamer 
of  better  things.”  A person  who  would  have 
those  things  said  about  them  would  certainly 
be  one  whose  inner  life  was  receptive  to  the 
seed  of  God  and  who  carefully  cultivated  that 
seed.  If  we  tend  to  our  spiritual  lives  and  to 
our  inner  selves,  then  I think  we  will  be  fine 
with  God.  □ 


Without  proper  estate  planning, 
most  of  what  you  own  could 
be  left  to  your  least  favorite  relative. 

Uncle  Sam. 


Call  now  for  your  7-step  guide  to  estate  planning. 


Given  the  combined  force  of  estate,  income  and  excise  taxes, 
your  estate  could  lose  up  to  80%  of  its  value.  Money  you've 
worked  long  and  hard  for.  Money  you  prefer  to  go  to  family, 
charities  and  friends.  To  learn  more  about  proper  estate  and 
trust  planning,  call  Smith  Barney  to  find  out: 

• Which  assets  the  IRS  considers 
in  determining  your  "wealth." 

• What  opportunities  exist  to 
reduce  your  estate  tax  liability. 

•What  are  the  "red  flags"  you  need 
to  be  aware  of  in  reviewing  your 
estate  plan. 

• How  tax  law  changes  have  created 
new  planning  opportunities. 

Call  Bobbi  Presiper,  Vice  President  - Investments,  for  your 
copy  of  "Practical  Estate  Planning:  7 Steps  for  Preserving 
Your  Wealth."  Find  out  how  you  can  get  a complimentary 
Personal  Estate  Tax  Analysis. 

(803)  343-8800  or  (800)  438-5570 

The  Robinson-Humphrey  Company,  Inc. 

A Subsidiary  of  Smith  Barney  Inc. 

Smith  Barney  does  not  provide  tax  or  legal  advice. 

You  should  consult  your  own  tax  or  legal  advisor. 

©1997  Smith  Barney  Inc.  Member  SIPC.  A Member  of  TravelersGroupi 
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Health 

Volunteers 

Overseas 


Health 

^ Volunteers 

^ Overseas  is 

™ dedicated  to  improving  the 
availability  and  quality  of  health  care 
in  developing  countries  through 
training  and  education.  Volunteer 
your  skills!  Become  a member 
of  Health  Volunteers  Overseas! 
— — 

Call  202-296-0928 


Greenville  Hospital  System 


SOUTH  CAROLINA  FAMILY  PHYSICIANS 


Healing  is  a Matter  of  Time , But  it  is 
Sometimes  Also  a Matter  of  Opportunity 
— Hippocrates  (c.460-c.377BC) 


BC/BE  Family  Practice  Physicians — Opportunity  to  join 
an  energetic  primary  care  network  in  the  growing 
upstate  region  of  South  Carolina.  Private  practice 
opportunities  in  both  FP  and  FP/  OB  in  Greenville,  Greer 
and  Laurens.  Affiliated  with  a state-of-the-art,  multi- 
facility health  system  offering  a sophisticated  network  of 
specialties  and  technologies.  Competitive  and 
progressive  salary  package.  Contact  Linda  Stoddard , 
GHS/GHC,  701  Grove  Road , Greenville , SC  29605,  (864) 
455-6157  or  1-800-772-6987. 


Editorials 


NOTHING  COULD  BE  FINER 


Shhh! 

Let’s  keep  it  a secret:  Nothing  could  be 
finer  than  practicing  medicine  in  South  Car- 
olina. 

Catching  up  on  some  reading  last  summer.  I 
came  across  two  unflattering  descriptions  of 
of  our  fair  state  that  help  our  cause. 

First  came  John  Updike’s  four  Rabbit  nov- 
els. the  convoluted  tale  of  one  Harry  (Rabbit) 
Angstrom's  aimless  journey  through  life. 
Toward  the  end  of  the  fourth  novel,  Rabbit 
makes  his  fmal  flight  from  responsibility.  His 
one-night  affair  with  his  daughter-in-law  has 
just  been  disclosed  to  his  wife  and  his  son. 
Rabbit  immediately  packs  his  suitcase  and 
heads  for  Florida.  He  enters  South  Carolina  at 
Dillon  County: 

From  here  on  down  to  the  Florida  line 
Route  95  is  like  a long  green  tunnel 
between  tall  pines.  . . . South  Carolina  is 
a wild  state.  The  first  to  secede.  The 
pines  get  taller,  with  a tragic  feeling. 
FIREWORKS  are  offered  everywhere 
for  sale.  The  land  gets  hillier.  Trucks 
loaded  with  great  tree  trunks  rumble 
unstoppably  by  on  the  downslope  and 
labor  to  nearly  a standstill  on  the  up. 
Rabbit  is  nervously  aware  now  of  his 
Pennsylvania  plates  being  Northern. 
Swerve  out  of  line  a bit  and  they'll  throw 
him  in  the  Pee  Dee  River.  The  Lynches 
River.  The  Pocatoligo  River.  Animals  on 
this  highway  are  hit  so  hard  they  don't 
squash,  they  explode,  impossible  to 
know  what  they  were.  Possums.  Porcu- 
pines. Some  dear  old  Southern  lady’s 
darling  pet  pussycat.  Reduced  to  fur 
stains  amid  the  crescent  fragments  of 
exploded  truck  tires.  Just  think,  he  lay 
down  for  lunch  and  that  was  it.! 


Next  came  Pat  Conroy’s  Beach  Music , 
about  high  school  classmates  who  tty  to  rec- 
oncile relationships  shattered  by  reactions  to 
Vietnam.2  The  narrator.  Jack  McCall,  is  living 
in  Rome  with  his  young  daughter.  Leah, 
seeking  peace  and  escape  after  his  wife’s 
fatal  leap  from  the  Silas  Pearlman  Bridge  in 
Charleston.  Jack  tries  to  explain  to  Leah  why 
they  mustn't  go  back: 

“What’s  South  Carolina  like?”  Leah 
asked,  changing  the  subject. 

“Horrible.  Very  ugly  and  depressing  to 
look  at.  It  smells  bad  all  the  time  and  the 
ground's  covered  with  rattlesnakes.  It  has 
laws  making  all  children  slaves  from  the 
time  they're  bom  until  they’re  eighteen. 
The  state  doesn't  allow  ice  cream  or 
candy  to  be  sold  inside  the  state  line  and 
requires  all  kids  to  eat  five  pounds  of 
brussels  sprouts  a day.” 

“I  hate  bmssels  sprouts.” 

“That's  only  the  start.  All  kittens  and 
puppy  dogs  are  drowned  as  soon  as 
they’re  bom.  Stuff  like  that.  You  never 
want  to  go  there.  Trust  me.” 

During  a flashback  to  high  school  days. 
Jack  recalls  the  arrival  of  a talented  young 
man  from  California: 

“South  Carolina  history.”  Jordan  said, 
shaking  his  head.  “What  a contradiction 
in  terms.  I’ve  lived  all  over  the  world  and 
I've  never  heard  one  person  ever  men- 
tion this  state's  name.  It's  nowhere,  man. 
A loser  state  if  there  ever  was  one.  Noth- 
ing’s ever  happened  here." 

We,  of  course,  know  better.  A great  deal 
has  happened  here.  It  was  here  that  Euro- 
peans first  established  a settlement  in  what  is 
now  the  United  States  (Winyah  Bay.  1526).  It 
was  here  that  Francis  Marion  and  others  tor- 
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mented  Cornwallis  toward  Virginia  and  sur- 
render at  Yorktown.  It  was  here  that  the  first 
medical  school  in  the  Southeast  (now  MUSC) 
was  founded.  We  could  go  on  and  on  about 
our  history,  but — reflecting  on  the  tongue-in- 
cheek  accounts  of  these  two  great  novelists, 
Updike  and  Conroy — let’s  dwell  on  the  pre- 
sent. I’ve  sampled  a small  portion  of  what  the 
rest  of  the  world  has  to  offer,  and  have  always 
come  back.  Gratefully. 

The  following  reflections,  then,  derive  from 
various  peregrinations  over  the  past  half  cen- 
tury. 

My  education  at  Hand  Middle  School  and 
Dreher  High  School  in  Columbia  may  have 
lacked  the  polish  and  prestige  of  St.  Paul’s 
School  and  Groton,  but  I found  preparation 
for  college  and  life  wasn’t  at  all  bad. 

The  beaches  at  Surfside,  Pawley’s,  and 
Fripp  may  lack  the  reputation  and  glamour  of 
those  at  St.  Lucia,  Waikiki,  and  Tahiti,  but 
you  can’t  beat  our  breezes  and  our  brown  pel- 
icans flying  in  formation. 

The  granite  faces  at  the  upstate’s  Table 
Rock  and  Caesar’s  Head  may  lack  the  tower- 
ing immensity  of  Yosemite’s  El  Capitan  and 
Half  Dome,  but  you  can’t  beat  the  catfish  din- 
ner at  the  Table  Rock  restaurant. 

The  flowers  at  Orangeburg’s  Edisto  Gar- 
dens and  Charleston’s  Magnolia  Gardens  and 
Middleton  Place  may  lack  the  endless  multi- 
colored splendor  of  Delaware’s  Longwood 
and  Vienna’s  Belvedere  and  Schonbrunn,  but 
you  can’t  beat  our  camellias  and  azaleas  in 
springtime. 

The  scenery  along  the  Little  Pee  Dee,  the 
Saluda,  and  the  Edisto  may  lack  the  meander- 
ing majesty  of  the  Mississippi,  the  Rhine,  and 
the  Danube,  but  you  can’t  beat  our  black 
water  rivers  for  a relaxing  canoe  trip. 

The  tabby  ruins  that  dot  our  lowcountry 
may  lack  the  marbled  mystery  of  Cos, 
Rhodes,  and  Delphi,  but  you  can’t  beat  the 
peace  and  quiet  to  be  had  beneath  the  Spanish 
moss. 

The  football  when  Carolina  and  Clemson 
go  at  it  in  Death  Valley  or  Williams-Brice 
may  lack  the  pageantry  and  publicity  of  the 


Broncos  and  Giants  going  at  it  in  the  Super 
Bowl  in  Pasadena,  but  I found  the  crowd 
enthusiasm  at  the  latter  event  dull  by  compar- 
ison. 

The  Carolina  wren,  great  blue  heron,  belted 
kingfisher,  and  confusing  fall  warblers  that 
frequent  my  backyard  may  lack  the  novelty 
of  the  roseate  spoonbills,  whooping  cranes, 
black-necked  stilts,  and  scissor-tailed  fly- 
catchers I saw  in  Texas,  but  you  can’t  beat 
our  wildlife,  at  least  in  a state  of  our  size. 

The  cuisine  served  up  at  Columbia’s  No 
Name  Delicatessen  and  Kingstree’s  Brown’s 
Barbecue  may  lack  the  elegant  sauces  and 
sumptuous  deserts  at  New  York’s  Four  Sea- 
sons and  Philadelphia’s  Le  Bee  Fin,  but  I 
always  come  away  with  less  indigestion  and  a 
healthier  wallet. 

The  live  oaks  and  loblolly  pines  that  typify 
our  landscape  may  lack  the  dizzying  heights 
of  California’s  redwoods  and  giant  sequoias, 
but  the  former  have  always  given  me  as  much 
shade  as  I can  use. 

The  concert  halls  that  are  Charleston’s  Gail- 
lard  Auditorium  and  Columbia’s  Roger  Cen- 
ter may  lack  the  storied  spaciousness  of  New 
York’s  Carnegie  Hall  or  Washington’s 
Kennedy  Center,  but  the  white  wine  they 
serve  at  intermission  tastes  just  as  good. 

The  waterfronts  at  Georgetown,  Mt.  Pleas- 
ant, and  Beaufort  may  lack  the  architectural 
gems  of  Heidelberg,  Prague,  and  Budapest, 
but  the  latter  don’t  have  shrimpboats — and 
then  there’s  always  the  Battery  at  Charleston. 

The  Belmont  Inn  in  Abbeville,  Claussen’s 
Inn  in  Columbia,  Indigo  Inn  in  Charleston, 
and  Wilcox  Inn  in  Aiken  may  lack  the  views 
and  ambience  of  L’Auberge  in  Sedona,  the 
Ritz-Carlton  in  Laguna  Niguel,  the  El  Tovar 
in  Grand  Canyon,  and  the  Schloss  Hotel  in 
Dumstein,  but  I slept  just  as  well,  thank  you. 

The  greens  and  fairways  at  the  Links  course 
at  Wild  Dunes  and  the  Cotton  Dike  course  at 
Dataw  may  lack  the  lore  and  legend  of  the 
Ailsa  Course  at  Tumberry  and  the  Old  Course 
at  St.  Andrews,  but  the  ball  bounces  and  rolls 
just  as  well  and — for  me,  at  least — is  a lot 
easier  to  find. 
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The  collections  at  MUSC’s  Waring  Histori- 
cal Library  and  USC’s  South  Caroliniana 
Library  may  lack  the  depth  and  variety  of 
London's  Wellcome  Institute  and  British 
Museum,  but  Lve  always  found  exactly  what 
I wanted. 

And  this  last  observation  can  be  general- 
ized. You'll  find  exactly  what  you  want  right 
here  in  South  Carolina. 

Where  else  can  one  be  within  such  a short 
distance  from  both  the  mountains  and  the 
seashore,  and  with  a change  of  seasons? 
Where  else  can  one  find  comparable  cultural 
and  recreational  opportunities  and  diversity 


within  such  a confined  geographic  area?  And 
where  else  can  one  find  such  a generallv- 
agreeable  place  to  practice  medicine?  And 
where  else  can  one  find  a more  collegial  state 
medical  association? 

But  shhh! 

Let’s  keep  it  a secret! 

— CSB 
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— CSB 


ADOLESCENT  PREGNANCY:  AN  IMPORTANT 
PREVENTABLE  PERINATAL  RISK  FACTOR 


Growing  up  is  always  difficult  but  especially 
during  the  most  turbulent  teenage  years  and  in 
this  day  and  age.  One  of  the  many  potential 
social  and  medical  problems  encountered  in 
teenagers  is  pregnancy. 

It  is  well  documented  that  younger  maternal 
age  is  associated  with  an  elevated  risk  of 
unfavorable  reproductive  outcomes  including 
preterm  labor,  high  infant  mortality,  miscar- 
riages, and  undergrown  fetuses.  In  addition, 
an  increased  incidence  of  toxemia  has  been 
reported  in  the  pregnant  teenager.  The  fact 
that  adolescents  experience  poor  pregnancy 
outcome  can  be  attributed  to  inadequate  pre- 
natal care  and  the  health-compromising  fac- 
tors associated  with  poverty  rather  than 
maternal  age. 

Service  programs  can  have  significant 
impact  on  adolescent  pregnancy  and  parent- 
ing especially  in  those  pregnant  teenagers 
who  participate  in  them.  But  unfortunately, 
those  programs  attract  only  a small  percent- 
age of  those  who  could  benefit. 

It  is  by  implementing  teenage  pregnancy 
prevention  programs  that  there  has  been  a 
steady  decrease  in  the  rate  of  adolescent  preg- 
nancy rate  in  South  Carolina  between  1988 
and  1994. 

Adolescent  pregnancy  is  not  the  only  cause 
of  high  infant  mortality  rates;  it  is  the  conse- 
quence of  problems  often  linked  to  it.  Such 
problems  include  delinquency,  child  abuse, 


unhealthy  life  style,  poor  nutrition,  and  major 
economic  upheavals  in  our  society. 

With  only  one  percent  of  the  national  health 
care  funds  allotted  to  preventive  programs,  it 
is  no  wonder  that  as  many  as  50  percent  of 
premature  deaths  and  disabilities  could  have 
been  prevented.  In  fact,  the  superb  quality  in 
treating  many  diseases  and  the  great  advance- 
ment in  medical  technology  in  the  U.  S.  are 
second  to  none  in  the  world.  Yet,  among  the 
industrialized  countries,  the  United  States 
fares  poorly  in  preventive  medicine. 

Every  effort  should  be  made  to  transform 
the  old  proverb  “prevention  is  better  than 
cure”  from  a cliche  into  playing  more  of  an 
active  role  in  American  medicine.  With 
“managed  care’s”  speedy  penetration  into  the 
U.  S.  health  care  system  and  the  term  itself 
being  increasingly  interpreted  as  meaning 
“managed  costs,”  it  seems  logical  to  conclude 
that  prevention  of  diseases  is  the  most  effec- 
tive way  to  contain  cost. 

Pregnancy  and  childbearing  among  adoles- 
cents are  preventable  conditions  ranking  up  in 
importance  to  that  of  cancer,  heart  disease, 
trauma,  and  infectious  diseases. 

Sami  B.  Elhassani,  M.  D. 

100  Willow  Lane 

Spartanburg,  S.  C.  29307 
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JANUARY 


Friday  - Saturday  January  30  - 31,  1998 

Charleston,  SC:  Riviera  Theater  at  Charleston  Place 

Detection,  Evaluation,  and  Treatment  of  High  Blood  Pressure 
Joint  National  Committee  Report  VI 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  symposium  will  update  primary  care 
physicians  on  the  components  JNC-VI  report,  current 
hypertension  treatment  management,  and  prevention 
strategies  to  improve  outcomes. 

TARGET  AUDIENCE:  Primary  care  physicians 
FACULTY:  Guest  and  MUSC  Faculty 
TUITION:  $75 

CONTACT:  Odessa  Ussery;  (803)  792-4071 
CREDITS:  7 hours,  AMA  Category  1 

Friday  - Sunday  January  30  - February  1,  1998 

Atlanta,  GA:  The  Four  Seasons  Hotel 

Biannual  Meeting  of  the  Georgia  Society  of  Anesthesiology  - 
Ambulatory  and  Office-Based  Anesthesia 
SPONSOR:  School  of  Medicine,  Medical  College  of  Georgia 
TARGET  AUDIENCE:  Anesthesiologists 
CONTACT:  Division  of  Continuing  Education;  (706)  721- 
3967  or  (800)  221-6437 

CREDITS:  Approximately  12  hours,  AMA  Category  1 

FEBRUARY 


Saturday  February  21,  1998 

Columbia,  SC:  Embassy  Suites 

Liver  Disease  and  Transplantation  Symposium 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  The  purpose  of  the  symposium  is  to  update 
the  clinician  on  selected  topics  of  liver  disease  pathogenesis, 
investigation,  and  treatment. 


TARGET  AUDIENCE:  Gastroenterologists,  primary  care 
physicians,  physician  assistants,  nurse  practitioners 
FACULTY:  Guest  and  MUSC  Faculty 
TUITION:  Physicians  - $75;  Nurses  - $35 
CONTACT:  Pam  Missroon;  (803)  792-4071 
CREDITS:  6 hours,  AMA  Category  1 

Monday  - Saturday  February  16  - 21,  1998 

Augusta,  GA:  Medical  College  of  Georgia 

33rd  Annual  Primary  Care  and  Family  Practice  Symposium 
SPONSOR:  School  of  Medicine,  Medical  College  of  Georgia 
TARGET  AUDIENCE:  Internal  medicine,  multi-specialty, 
family  practitioners 
TUITION:  $635 

CONTACT:  Division  of  Continuing  Education;  (706)  721- 
3967  or  (800)  221-6437 

CREDITS:  Approximately  52  hours,  AMA  Category  1 

Friday  - Saturday  February  27  - 28,  1998 

Augusta,  GA:  Radisson  Riverfront  Hotel 

22nd  Annual  Flexible  Fiberoptic  Sigmoidoscopy 
SPONSOR:  School  of  Medicine,  Medical  College  of  Georgia 
TARGET  AUDIENCE:  Family  practitioners,  internal 
medicine 
TUITION:  $425 

CONTACT:  Division  of  Continuing  Education;  (706)  721- 
3967  or  (800)  221-6437 
CREDITS:  14  hours,  AMA  Category  1 

MARCH 


Monday  - Tuesday  March  16  - 17,  1998 

Augusta,  GA:  Medical  College  of  Georgia 

Pediatric  Advanced  Life  Support  (PALS) 

SPONSOR:  School  of  Medicine,  Medical  College  of  Georgia 


TARGET  AUDIENCE:  Pediatricians,  family  practitioners, 
emergency  medicine,  pediatric  critical  care 
CONTACT:  Division  of  Continuing  Education;  (706)  721- 
3967  or  (800)  221-6437 

CREDITS:  Approximately  14  hours,  AM  A Category  1 

Friday  - Saturday  March  20  -21,  1998 

Augusta,  GA:  Radisson  Riverfront  Hotel 

Ophthalmology  and  Glaucoma  in  the  21st  Century 
SPONSOR:  School  of  Medicine,  Medical  College  of  Georgia 
TARGET  AUDIENCE:  Ophthalmologists 
TUITION:  $225 

CONTACT:  Division  of  Continuing  Education;  (706)  721- 
3967  or  (800)  221-6437 
CREDITS:  10  hours,  AM  A Category  1 

Friday  - Sunday  March  20  - 22,  1998 

Atlanta,  GA:  The  Ritz-Carlton  Hotel 

Internal  Derangements  of  Joints:  MR  Imaging 
SPONSOR:  The  International  Institute  for  Continuing  Medical 
Education 

DESCRIPTION:  This  course  will  present  a comprehensive 
review  of  current  knowledge  with  regard  to  MR  imaging  in 
the  assessment  of  musculoskeletal  disorders. 

FACULTY:  Donald  Resnick,  MD  with  Mark  Kransdorf,  MD 
TUITION:  $595  physician  fee;  $395  residents,  fellows, 
technologists 

CONTACT:  Ryals  & Associates,  Inc.;  (770)  641-9773 
CREDITS:  19.5  hours,  AMA  Category  1 

Monday  - Wednesday  March  23  - 25,  1998 

Charleston,  SC:  Charleston  Place  Hotel 

29th  Annual  OB/GYN  Spring  Symposium  - Azaleas, 

Dogwoods,  the  Reproductive  Years  and  Beyond 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  conference  will  emphasize  state  of  the 
art  developments  in  the  treatment  of  both  male  and  female 
infertility  and  address  the  evaluation  and  treatment  of 
common  complaints  of  both  reproductive  age  and 
postmenopausal  females. 

FACULTY:  Guest  and  MUSC  faculty 
TARGET  AUDIENCE:  Practicing  obstetricians  and 
gynecologists,  nurse  midwives,  and  physician  assistants 
TUITION:  $350 

CONTACT:  Odessa  Ussery;  (803)  792-4071 
CREDITS:  13.50  hours,  AMA  Category  1 

Thursday  - Friday  March  26  - 27,  1998 

Charleston,  SC:  Charleston  Place  Hotel 

9th  Charleston  Symposium  on  Congenital  Heart  Disease 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  The  symposium  will  feature  established  and 
evolving  concepts  in  the  diagnosis  and  management  of 
congenital  heart  disease  in  the  neonate,  infant,  and  child. 
FACULTY:  Guest  and  MUSC  faculty 
TARGET  AUDIENCE:  Pediatric  cardiologists  and  pediatric 
cardiac  surgeons 
TUITION:  $495 


CONTACT:  Mary  Du  Bois;  (803)  792-3505 
CREDITS:  13.50  hours,  AMA  Category  1 

Friday  - Saturday  March  27  - 28,  1998 

Columbia,  SC:  Williams  Brice  Stadium  - South  End  Zone 
Facility 

20th  Annual  Carolina  Cup  Symposium  - Update  ‘98  in 
Clinical  Pediatrics  and  Family  Medicine 
SPONSOR:  USC  School  of  Medicine,  Richland  Memorial 
Hospital  CME  Organization 

DESCRIPTION:  Update  on  topics  in  pediatrics  and  family 
medicine. 

TARGET  AUDIENCE:  Primary  care  physicians  and  nurses 
interested  in  pediatrics  and  family  medicine 
FACULTY:  Richard  Whitley,  MD;  Tom  Irons,  MD;  and 
others 

TUITION:  $150  physicians,  $75  non-physicians 
CONTACT:  Steven  Hasterok;  (803)  434-4211 
CREDITS:  Maximum  of  7.5  hours,  AMA  Category  1 

Sunday  - Tuesday  March  29-31,  1998 

Charleston,  SC:  Embassy  Suites 

8th  Charleston  Pulmonary  and  Critical  Care  Symposium 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  The  purpose  of  the  symposium  is  to  provide 
a clinically  based  update  in  pulmonary  and  critical  care 
medicine.  The  three  half-day  course  will  emphasize  a 
pathophysiologic  approach  to  diagnosis  and  management. 
TARGET  AUDIENCE:  Pulmonologists  and  internists 
FACULTY:  Guest  and  MUSC  faculty 
TUITION:  $325 

CONTACT:  Odessa  Ussery;  (803)  792-4071 
CREDITS:  12.50  hours,  AMA  Category  1 


SCMA  COMMITTEE  ON  CME 

Stoney  A.  Abercrombie,  MD,  Chairperson 
Marion  C.  Anderson,  MD 
Stacey  V.  Brennan,  MD 
Gene  Burges,  MD 
Charles  Michael  Collins,  MD 
Sami  Elhassani,  MD 
J.  D.  Osguthorpe,  MD 
Terry  A.  Payton,  MD 
Lucius  C.  Pressley,  Jr.,  MD 
Frank  T.  Simon,  MD 
William  M.  Simpson,  Jr.,  MD 
Spence  Taylor,  MD 

Roger  Gaddy,  MD,  Speaker  of  the  House 


On  me  Cover: 

YES,  VIRGINIA,  THERE  IS  A SANITY  CLAUSE 

‘Twas  the  Issue  for  Christmas 

And  all  thru  the  Journal 

The  silence  was  rent  with  groans  most  infernal 

For  the  Layout  was  pasted  up  firmly  with  care 

But  no  editorial  comment  was  there. 

And  Joe  in  his  shirt  sleeves 
And  minus  a tie 

Was  scribbling  madly  as  deadline  drew  nigh 
When  out  in  the  hallway  arose  such  a clatter 
He  sprang  from  his  desk  to  see  what  was  the  matter. 

Away  to  the  doorway  he  wearily  trod 
To  plead  for  a small  bit  of  silence,  by  God! 

When  what  to  his  wondering  eyes  should  appear 
But  the  full  S.C.M.A.  awaiting  him  there. 

Their  eyes  how  they  twinkled;  their  smiles  were  so  sage 
And  some  brought  a piece  for  the  Editor’s  Page 
While  others  (and  this  is  the  part  that’s  terrific) 

Had  duplicate  copies  of  gems  scientific. 

They  had  book  reviews,  abstracts,  and  case  histories 
The  typed  sheets  they  carried  were  thicker  than  fleas. 

Each  picture  was  glossy;  each  reference  right 
The  Editor  grinned  to  show  his  delight. 

As  he  pinched  himself  to  be  sure  it  was  true, 

A voice  said,  “We’ll  do  this  each  issue  for  you; 

No  more  last  minute  phone  calls;  no  tearing  of  hair 
We’ll  fill  all  the  pages — You  just  take  it  from  there!” 

And  laying  their  fingers  aside  of  their  noses 
They  left  to  consult  on  a case — of  Four  Roses. 

But  I heard  Joseph  call  as  they  drove  out  of  view, 

“Merry  Christmas,  you  all — Wait — I’m  coming  too!” 

— The  Editor’s  Secretary 

The  cover  picture  and  poem  above  taken  from  the  editorial  tenure  of  Dr.  Joseph  Ioor  Waring 
(. Journal  of  the  South  Carolina  Medical  Association,  December  1960)  are  an  editor’s  dream. 
Though  some  of  the  processes  of  preparation  have  changed,  much  remains  the  same. 

As  noted  in  the  August  issue  of  The  Journal , this  year  marks  the  100th  anniversary  of  the  birth 
of  Dr.  Waring,  who  began  his  association  with  the  editorial  staff  of  The  Journal  in  1931  when  he 
contributed  the  regularly  appearing  feature  “South  Caroliniana.”  He  served  as  assistant  to  the 
editor,  associate  editor,  and  acting  editor-in-chief  before  assuming  the  editorship  in  1953.  His 
service  as  editor  ran  from  1953  to  1970. 

The  current  editorial  staff  and  I join  Dr.  Waring  in  wishing  you  all  Season’s  Greetings! 

Jane  McCutchen  Brown 
Curator,  Waring  Historical  Library 


December  1997 
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Alliance  Page 

PHYSICIANS  FAMILY  SUPPORT 

Because  physicians  are  dedicated  to  helping  others,  it  is  often  extremely  difficult  for  them  to 
ask  for  help  for  themselves,  or  even  to  admit  to  themselves  that  they  might  need  help.  Society 
expects  physicians  to  have  all  the  answers  and  be  able  to  solve  all  problems.  This  unrealistic 
expectation  affects  not  only  the  physician,  but  spills  over  into  the  “medical  family”  as  well.  All 
families  experience  difficulties  from  time  to  time,  but  the  medical  family  often  struggles  to  give 
itself  permission  to  be  less  than  perfect.  In  medical  families,  all  too  often,  the  perceived  need  to 
“keep  up  appearances,”  tragically  overshadows  an  urgent  need  to  get  help. 

Help — confidential,  comfortable,  and  for  a number  of  difficulties — is  readily  accessible  to 
physicians  and  their  families  through  the  Physicians  Family  Support  Committee.  This  special 
alliance  committee  parallels  the  SCMA  Physicians  Advocacy  and  Assistance  Committee  (PAAC) 
and,  in  many  ways,  the  two  work  hand  in  glove.  One  easy,  confidential  phone  call  (1-800-327-1021, 
ext.  232)  to  Cathy  Boland  at  SCMA  headquarters  can  put  any  South  Carolina  physician  or  his/her 
spouse  in  touch  with  someone  who  can  help.  There  is  no  need  to  struggle  alone  or  suffer  in  silence. 

Problems  come  in  various  shapes  and  sizes — alcoholism,  drug  addiction,  mental  illness,  aging 
and  senility,  abuse,  grief,  long-term  illness,  malpractice  suits,  and  marital  and  family  problems. 
One  purpose  of  our  committee  is  to  provide  help  and  support  to  families  experiencing  these 
problems.  We  do  this  in  a number  of  ways. 

One  branch  of  the  committee,  directed  by  chairperson,  Judy  Wentz  (Mrs.  Robert  M.),  offers  direct 
contact  with  SCMA  members  and  their  families  by  sending  notes  of  congratulation  for  such 
occasions  as  passing  “the  boards,”  birthdays  and  new  arrivals,  or  notes  of  sympathy  and  support  in 
cases  of  illness,  accident  or  loss  of  a loved  one.  If  you  know  of  a person  or  family  needing  a message 
of  this  sort,  please  contact  Judy  at  202  Park  Drive,  Union,  South  Carolina  29379  (1-864-427-5194). 

The  other  branch  of  the  committee,  headed  up  by  Kaye  Borgstedt  (Mrs.  M.E.)  and  Barbara 
Clark  (Mrs.  Terence  M.),  works  closely  with,  and  provides  parallel  services  to,  the  SCMA  PAAC 
in  supporting  the  families  of  impaired  physicians.  The  state  is  divided  into  regional  teams  so  that 
peers  provide  support  for  the  physician.  The  PAAC  can  advise  and  assist  in  matters  relating  to 
treatment,  licensure,  malpractice,  finances,  legal  issues,  managed  care  contracts,  and  other  job 
and  practice  issues.  Our  regional  spouses  teams  offer  parallel  support  for  the  family.  When 
physicians  attend  Caduceus  (medical  AA)  meetings,  for  example,  their  spouses  can  attend  the 
“Caduceus  Al-Anon”  group. 

If  you,  a family  member,  colleague,  or  friend  are  struggling  with  a painful  problem  or  have 
questions  about  impairment,  please  call  for  information.  We  all  need  help  from  time  to  time  and 
medical  families  are  no  exception.  We  know  that  the  first  step,  asking  for  help,  is  the  toughest. 
We  try  to  make  it  as  easy  as  possible,  while  taking  care  to  protect  your  confidentiality. 

Judy  Wentz,  Chairperson 

Kaye  Borgstedt  and  Barbara  Clark , PAAC  Appointees 
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TIRED  OF  HMOs,  PPOs,  IPAs,  DRGs, 
etc.?  As  physicians,  we  must  have  a “plan  B” 
source  of  income  independent  of  the  insur- 
ance industry.  Investigate  Body  Wise,  a scien- 
tific, ethical  program  that  utilizes  and  incor- 
porates our  knowledge/experience  acquired  in 
education  and  practice.  24  hour  info:  800- 
219-9045,  extension  3717. 

COMMUNITY  HEALTH  PARTNERS,  a 

Physician  Practice  Management  Company 
affiliated  with  a coalition  of  five  regional  hos- 
pitals, is  seeking  Family  Practitioners  and 
Pediatricians  for  a variety  of  practice  oppor- 
tunities in  Huntsville,  Alabama  area.  Compet- 
itive salaries,  excellent  benefits,  and  access  to 
a bonus  plan.  Top  schools,  abundance  of 
recreational  and  cultural  activities,  low  cost 
of  living,  taste  of  all  four  seasons.  Home  to 
the  Marshall  Space  Flight  Center,  the  U.  S. 
Space  and  Rocket  Center,  and  many  high- 
tech  corporations.  Forward  CV  to:  Julie 
Franklin,  303  Williams  Avenue,  Ste.  123, 
Huntsville,  AL  35801.  1-800-319-4247.  Fax: 
205-532-3252. 

WANTED:  PRIMARY  CARE  PRAC- 
TICES: UCI  MEDICAL  AFFILIATES, 
INC.,— DOCTOR’S  CARE,  PA  is  currently 
expanding  in  South  Carolina!  Seeking  prima- 
ry care  medical  practices  for  merger/acquisi- 
tion. Would  also  consider  specialty  practices. 
Please  direct  CVs,  correspondence  to  UCI 
Medical  Affiliates,  Inc.  (dha  Doctor's  Care, 
PA),  1901  Main  Street,  Suite  1200,  Mail  Code 
1105,  Columbia,  SC  29201,  Attn:  Practice 
Acquisitions. 

FAMILY  PRACTICE/PRIMARY  CARE: 

Practice  opportunities  in  South  Carolina  for 
experienced  practitioners  on  a full-time  or 
part-time  basis.  If  you  are  looking  for  a little 
extra  “butter  and  egg”  money,  we  have  short- 
term placement.  When  you  are  considering 


making  a change  in  your  job  status,  we  would 
be  honored  to  discreetly  represent  you.  Jennie 
Ware  Family  Medical  Services,  Inc.,  provides 
the  highest  quality  provisional  contract  medi- 
cal services  to:  family  practices, 

clinics/urgent  care  centers,  hospital  systems, 
nursing  homes  and  assisted  living  centers, 
and  multidisciplinary  groups  or  networks.  We 
are  located  in  Greenville,  SC.  For  more  infor- 
mation, call  toll-free  (888)  593-6737,  or  visit 
our  website  http://www.jennieware.com. 

GROUP  OF  RESIDENCY-TRAINED 
EMERGENCY  PHYSICIANS:  Need  board 
certified  EM  independent  contractor  to  fill  5- 
7,  eight  hour  shifts  per  month.  120  bed  hospi- 
tal in  rural  upstate  South  Carolina.  Fax  CV  to 
1-864-888-1403. 

EMERGENCY  MEDICINE,  FAMILY 
PRACTICE,  INTERNAL  MEDICINE, 
ORTHOPAEDIC  SPINE  SURGERY, 
ORTHOPAEDIC  SPORTS  MEDICINE, 
RHEUMATOLOGY — Practice  opportuni- 
ties exist  in  local  medical  facilities  and  with 
private  practice  groups  in  Orangeburg  County 
for  experienced  practitioners  and  graduating 
residents/fellows.  All  positions  include  salary, 
benefits  package,  and  relocation  allowance. 
Located  at  the  junction  of  1-26  and  1-95,  35 
minutes  to  Columbia  and  65  minutes  to 
Charleston.  Area  known  for  its  gardens,  golf, 
hunting,  and  fishing  (Lake  Marion).  Achieve 
financial  success  in  a non-competitive  envi- 
ronment while  enjoying  a superior  quality  of 
life.  Contact  Dr.  Chermol,  The  Regional 
Medical  Center  at  (800)  866-6045. 

FOR  SALE:  Long  established  solo  pediatric 
practice  in  thriving  affluent  nearby  South 
Carolina  city  of  30,000.  Building  owned  by 
pediatrician.  Please  direct  responses  to: 
Physician’s  C.P.A.,  P.C.,  3531  Walton  Way, 
Augusta,  GA.  30909. 
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Matters  of  Interest 
to  South  Carolina 
Physicians. 


Thornton  & Thome  give  the  medical  community  something  to  think  about  this  month. 


PHYSICIANS  FACE  PERSONAL  AND  BUSINESS 
EXPENSES  DURING  DISABILITY 

As  a physician,  you  have  a DUAL  problem  if  you  suffer  a disability.  Not  only  do 
you  have  to  pay  PERSONAL  expenses,  but  you  also  have  to  pay  continuing 
BUSINESS  expenses. 

Most  physicians  own  personal  disability  income  policies.  The  benefits  provided 
by  these  policies  are  used  to  pay  personal  living  expenses.  However,  you  also 
have  business  expenses  that  may  continue  during  a disability.  Lease  payments, 
utilities,  employee  salaries,  and  group  insurance  premiums  are  examples  of 
expenses  that  will  have  to  be  paid. 

If  you  have  not  purchased  overhead  expense  insurance  to  pay  these  expenses, 
you  will  be  in  the  difficult  position  of  having  to  utilize  your  personal  disability 
benefits  to  pay  business  expenses.  This  may  severely  impact  your  personal 
lifestyle  during  your  disability. 

Paying  business  expenses  from  a personal  disability  policy  is  not  a satisfactory 
solution  to  this  problem.  A professional  overhead  expense  policy  is  the  solution 
because  it  will  pay  your  business  expenses  which  will  allow  you  to  retain  your 
personal  coverage  for  personal  needs. 


A professional  overhead  expense  policy  is  critical  for  the  sole  proprietor  and  is 
almost  essential  in  larger  practices  because  it’s  difficult  for  the  remaining 
partners  to  absorb  the  overhead  of  the  disabled  partner. 

TOTAL  DISABILITY  COVERAGE 

Under  an  overhead  expense  contract,  a physician’s  expenses  are  reimbursed 
during  total  disability.  You  will  be  considered  totally  disabled  if  unable  to  do  the 
substantial  and  material  duties  of  your  regular  occupation.  The  monthly  benefit 
actually  paid  is  based  upon  the  amount  of  covered  expenses  incurred  during 
each  month  of  disability. 

PARTIAL  DISABILITY 

Reimbursement  of  covered  expenses  during  partial  disability  may  also  be 
provided.  For  many  companies,  this  coverage  is  available  in  the  form  of  an 
optional  rider  to  the  contract. 

If  you  do  not  have  professional  overhead  expense  insurance , you  have  a 
gap  in  your  coverage.  Review  your  situation  now  to  see  if  you  should  add 
this  protection. 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice. 
Only  your  attorney  and  accountant  are  qualified  to  do  so. 
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Sewing  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


Medical  Office  Management  and  Clinical 

Software 

Windows’95,  Win  3.X  and  DOS 


Rent  Monthly  for  $250  for  single  user  and  $50  for  additional  terminal  users. 
No  up  front  license  fees  and  only  a 90  day  contract.  Includes  installation, 
training  and  on  going  support  and  enhancements.  Rent  to  purchase  and  lease 
options  available. 

Are  you  able  to  select  your  own  hardware  and  vendor  ? 

Are  you  allowed  to  add  other  PC  products  to  your  system  ? 

Are  you  receiving  the  benefits  of  Microsoft  Window  products  ? 

Automatic  Medical  Necessity  Support  and  Surgical  Modifier  Edits 


fox  meadows 

software 


LIMITED 


Features 

Conversion  of  your  data 
Electronic  Claims  and  Statements 
Capitation  and  Managed  Care  support 
Appointment  Scheduler  supports  multiple  locations 
Document  support  with  interface  to  Microsoft  Word 
Chart  Notes  use  Point  & Click  DecisionTree  with  Templates 
Claims  for  Pri.,  Sec.,  Tertiary,  Worker’s  Comp. , Auto  Accident 
Network  support  for  Novell,  LANtastic,  Windows/NT,  Windows’95 
Medical  Records  (Medication,  Immunization,  Allergies,  Reactions,  etc.) 
Year  2000  ready.  Relational  Database  Design,  On  Site  Training,  Support 
Single  Screen  for  A / R Mgt.  ( aging  ) of  all  your  Accounts  with  Diary  Notes 
Encounter  Form  that  provides  enough  information  to  avoid  pulling  File  Folders 


Physicians  and  nurses  will  find  the 
medical  records  captured  and  the 
accessibility  of  this  information 
invaluable  for  Patient  care  today  and  in 


the  future.  Allow  us  the  chance  to  show 
you  our  product  and  meet  to  discuss  your 
needs.  You  are  welcome  to  call  or  visit 
one  of  our  customer’s  office. 


Interested  in  starting  your  own  small  business?  Ask  us  about  our  medical  claims  and 

billing  module  for  Billing  Services  only. 

For  additional  information  call  800  754-7213  • 803  754-4290  or  visit  our  Web  Site 

(gwww.foxmeadows.com 


We’ll  Bet  Our  Incomes  On  It. 

Everybody  thinks  doctors  are  loaded. 

Fact  is,  if  you’re  a good  doctor  you  can  make  a good  living.  But  it's  getting  harder. 

Not  many  of  us  live  the  way  people  think  we  do.  Ironically,  being  a good  doctor  is  harder  even  as 
advances  in  medicine  and  technology  make  doctoring  easier.  That's  because  the  current  healthcare  "delivery  system" 
discourages  doctors  from  using  them.  It  rewards  cost-cutting.  So  we're  betting  we  can  beat  the  system.  By  healing 
you  faster  and  keeping  you  well,  our  way.  And  if  our  way  ends  up  costing  more,  we'll  pay  the  difference.  What  is  our  way? 

It's  being  careful  which  physicians  we  invite  to  join  us,  then  keeping  score  of  performance  through  peer  review  and  outcome  studies, 
it's  insisting  you  have  all  the  tests  necessary  for  an  accurate  diagnosis.  And,  if  your  condition  warrants  it,  referring  you 
without  delay  to  the  specialist  and/or  hospital  best  able  to  treat  your  disorder.  We're  happy  to  work  on  an  annual 
"capitated"  fee,  so  long  as  insurers  agree  to  let  us  treat  patients  as  we've  been  taught  and  trained. 

That  way,  they  get  back  to  work  sooner  and  stay  well  longer-a  better  value  for  all  concerned, 
we're  betting  our  incomes  on  it.  Care  to  call  us?  821-3627. 
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